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From the Editor’s Notebook 


ON NUTRITION 


Preventive dentistry rather than restorative 
dentistry is the key to oral health. The gain in 
the last five years has been in the implementa¬ 
tion of programs embodying dental plaque con¬ 
trol, rational use of fluorides, and sound nutri¬ 
tion practices. Dental caries and periodontal 
disease, the two major oral health problems, are 
influenced by: (1) the innate resistance of the 
tooth or supporting structures to disease, (2) the 
type and virulence of the bacteria in the dental 
plaque, and (3) the salivary properties of the oral 
environment. Food and nutrition are influential 
at each facet. Optimal nutrition such as an 
adequate intake of calcium, magnesium, vitamin 
D, and protein as supplied by dairy foods is 
essential to the development of a tooth quality 
that will be resistant to dental caries. Fluoride, 
phosphates, combinations of fluoride and phos¬ 
phates, and some trace elements are considered 
anticariogenic. Nutrition can selectively 
influence the types of bacteria as well as the 
amount of their proliferation (dental plaque) and 
hence the magnitude of dental caries. Sucrose is 
the major cariogenic food factor although other 
mono- or disaccharides may promote caries. 


Sticky retentive sugar-rich foods and a high 
frequency of between-meal eating of these foods 
should be avoided. Nutrition can affect the oral 
environment by altering the composition of 
saliva. A high-protein diet may increase the 
salivary urea level which may neutralize acids 
produced from the bacterial fermentation of 
sucrose. The relative role of nutrition in the 
initiation and development of periodontal dis¬ 
ease is yet to be resolved. Most investigators 
and clinicians are of the opinion that nutrition is 
more often a conditioning rather than causative 
factor particularly in the usual cases of chronic 
periodontitis. Recent findings seem to suggest 
that one feature might be alveolar bone resorp¬ 
tion induced by dietary calcium deficiency 
and/or a phosphorus excess. However, most 
clinicians still believe that the bacterial plaque 
and other local irritants are the major factors 
that initiate periodontal disease. 


Dairy Council Digest 
Volume 44, No. 3 
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BIOLCX:iC 


WHAT ARE 

BIOLOGIC CONTOURS? 

Contours of teeth may deter¬ 
mine their life span. Biologic 
contours are the successful com¬ 
bination of surface configura¬ 
tions that make up a human 
tooth. Although each tooth type 
differs and each person’s teeth 
vary in shape, there are basic 
elements of all teeth that are 
common to a healthy environ¬ 
ment for the tooth. The prin¬ 
ciples of “ideal” contours can 
be applied to any specific tooth 
by modification to suit its special 
environment. For each tooth 


design, one must consider ana¬ 
tomical position, architecture of 
supporting tissues, and relation¬ 
ships to neighboring teeth in the 
same and opposing arch. 

The principles of biologic con¬ 
tours will be presented in 7 
statements. These principles 
can be used as a checklist from 
diagnostic through maintenance 
phases of restorative dentistry. 
The principles apply to con¬ 
touring of restorations as well 
as natural teeth. They are a 
hypothetical working schema of 
ideal crown form. They have 
been distilled by the authors 
from decades of observations 


Table 1. Biologic Contour Check List. 

1. Facial and lingual convexities 

2. Mesial and distal concavities 

3. Transitional line 

4. Contact areas and embrasures 

5. Cervical curvature 

6. Marginal ridges 

7. Tooth reduction 


reported in the literature, from 
the authors’ clinical experience, 
and from teaching this subject 
to practicing dentists, laboratory 
technicians, and dental stu¬ 
dents. These rules, when ap¬ 
plied with understanding, de¬ 
velop the capability of a student 
to design and produce crowns 


Kig. I. Facial and lingual con¬ 
vexities, located at the gingival 
third of each tooth, form the height 
of contour of tooth crowns. 


Fig. 2. Schematic drawing con¬ 
ceptualizing the self-protective 
function of facial and lingual 
convexities. 


Fig. Concavities are necessary 
on the proximal surfaces of teeth. 



Fig. 4. Proximal concavity 
(arrow) created in an anterior 
crown. 


Fig. .S. The transitional line is a 
surface between the facial-lingual 
convexities and the proximal 
concavities. 


Fig. b. Kiologically contoured 
transitional line compared ti' an 
improperly contoured transitional 
line. 
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CONTOURS 

James W. Farer, D.D.S., M.S.* and Daniel Isaacson, D.D.S., M.A.** 


that serve the patient’s health 
requirements better than an un¬ 
organized or more complicated 
approach. Further sources of 
interesting and important details 
are listed in the References. 

Biological contours simulate 
natural, healthy teeth and are 
not designed arbitrarily or for 
mechanical convenience. They 
are self-protective to the sup¬ 
porting tissues and defend the 
gingival unit, attachment ap¬ 
paratus, and protect bone from 
trauma and irritation. Improper 
contours often induce early 
breakdown of the supporting 
structures and tooth tissue re¬ 


sulting in early loss of teeth. 
Prevention of tooth loss through 
biologic contouring is the object 
of this presentation. 

FACIAL AND LINGUAL 
CONVEXITIES 

Facial and lingual convexities 
form the height of contour of 
tooth crowns. They are located 
at the gingival third of each tooth 
and are approximately one-half 
millimeter wider than the tooth 
at the adjoining cementoenamel 
junction (Fig. 1). The exception 
to this general rule is on the 
lingual surface of lower molars 
and second premolars. There, 


the convexities are approxi¬ 
mately one millimeter and are 
located halfway between the oc¬ 
clusal plane and the gingival 
level. This exception relates to 
the anatomical, lingually in¬ 
clined position and thickened 
gingival contour of lower molars 
and premolars. 


The authors may be contacted for addi¬ 
tional information. 

* Associate Clinical Professor of Occlu¬ 
sion. College of Medicine and Dentistry 
of New Jersey. Present address: 30 Central 
Park South. New York. N.Y. 10019. 

** Professor and Chairman, Department 
of Restorative Dentistry, School of Dental 
Medicine, University of Pennsylvania, 4001 
Spruce Street. Philadelphia, Pa. 19104. 


fig. 7. Anterior teeth viewed 
from the facial have a major 
gingival embrasure and a minor 
incisal embrasure. 


fig. S. The major gingival em¬ 
brasure and the minor occlusal 
embrasure of posterior teeth can be 
vistiali/ed three dimensionally by 
viewing the embrasure space alter¬ 
nately from facial and occlusal 
views. 


fig. V. The fixed prosthesis con¬ 
sists of two partial coverage re¬ 
tainers and a pontic with gold 
occlusal surface. 



Fig. 10. On anterior teeth the 
anatomic curve can swing three 
and one-half millimeters and 
diminish to almost zero on pos¬ 
terior teeth. 


Fig. II. Properly contoured and 
related marginal ridges. 


Fig. 12. (Left hand circle) Cor¬ 
rectly contoured crown placed on an 
adequately prepared tooth. (Right 
hand circle) Potentially unhealthy 
situation created by an overcon¬ 
toured crown directly resulting from 
lack of room for biomaterials due 
to inadequate tooth reduction. 
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To construct restorations with 
this relatively small dimension 
requires planning from the time 
of diagnosis and preparation 
through the technical phases of 
crown construction. 

A schematic drawing may 
help conceptualize the self-pro¬ 
tective function of facial and 
lingual convexities (Fig. 2). The 
tooth on the left has idealized 
contours. Arrows represent the 
theoretical path of masticated 
food which is deflected by the 
cervical convexity to skim past 
the gingival tissue, cleansing 
and stimulating it. The center 
illustration of an undercon¬ 
toured crown illustrates the po¬ 
tential physical damage that can 
occur to the gingival marginal 
tissue through lack of food de¬ 
flection. The right-hand illustra¬ 
tion shows an overcontoured 
crown that deflects food far 
away from the gingiva. There, 
plaque and debris may collect 
to cause irritation and break¬ 
down of gingiva. Overcontour¬ 
ing protects plaque instead of 
the supporting tissues. 

MESIAL AND DISTAL CONCAVITIES 

In contrast to the previously 
described contour feature, there 
must be concavities on the prox¬ 
imal surfaces of teeth (Fig. 3). 
The concavities are located be¬ 
tween the contact area and the 
cementoenamel junction and 
must allow room for the inter- 
proximal gingiva. 

Although anterior teeth are 
flatter than posterior teeth, they 
also require a proximal con¬ 
cavity at the cervical line. This 
results in a pleasing, natural 
appearance and gingival health. 
This is seen in Figure 4 where 
an arrow points to the proximal 


concavity created in an anterior 
crown. The crown restores the 
left central incisor which com¬ 
pares favorably in appearance 
and health to the natural central 
incisor on the patient’s right 
side. 

TRANSITIONAL LINE 

Between the facial-lingual 
convexities and proximal con¬ 
cavities there is a surface called 
the transitional line (Fig. 5). 
The contours of this area should 
blend the convexities and con¬ 
cavities without excess bulk or 
irregularity. 

Figure 6 contrasts a biologi¬ 
cally contoured transitional line 
with an improperly contoured 
one. The second , emolar, even 
though tipped mesially, has its 
transitional line carved to blend 
the one-half millimeter facial 
convexity and the proximal con¬ 
cavity. The first molar transi¬ 
tional line, however, is over¬ 
contoured, presenting a hazard 
to the supporting tissues below 
it. 

CONTACT AREAS AND 
EMBRASURES 

The three previous contour 
features are on an individual 
tooth. But this section deals 
with contact areas and em¬ 
brasures that establish relation¬ 
ships between a tooth and its 
neighbors in the same arch. 
Paired contact areas preserve 
positional stability and form a 
protective structure over the 
delicate interdental gingival pap¬ 
illa. Wedge-shaped embrasure 
spaces surround contact areas. 

Anterior teeth viewed from 
the facial (Fig. 7) have a major 
gingival embrasure and a minor 
incisal embrasure. The gingival 


embrasure houses the gingival 
papilla and the incisal embrasure 
helps establish the visual charac¬ 
ter of the tooth. When viewed 
from the incisal, anterior teeth 
have a major lingual embrasure 
and a minor facial embrasure. 
These serve as stress-reducing 
food spillways surrounding the 
contact area which is centrally 
located. 

Posterior teeth have a major 
gingival embrasure and a minor 
occlusal embrasure which can 
be visualized three dimension- 
ally by viewing the embrasure 
space alternately from facial and 
occlusal views (Fig. 8). In 
posterior teeth, contact areas 
are shifted toward the facial 
surface. 

Contact areas must be wide 
enough to prevent food impac¬ 
tion but not intrude on any of 
the four embrasure spaces. Con¬ 
tacts are mirror images of the 
adjacent teeth and provide con¬ 
tinuity in the dental arch. 

Pontics should have the same 
biologic contours as natural 
teeth except for a minimal con¬ 
tact at their gingival tissue 
surface. 

The fixed prosthesis in Figure 
9 consists of two partial cover¬ 
age retainers and a pontic with 
a gold occlusal surface. The 
teeth are biologically contoured 
and have functional details on 
their occlusal surfaces, well de¬ 
fined embrasures, and mirror- 
image contact areas located 
toward the facial surface. 

CERVICAL CURVATURE 

Margins of restorations often 
end at the cervical line or 
cementoenamel junction. This 
line undulates by curving oc- 
clusally at the proximal and 
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apically at the facial and lingual. 
The curvature relates to the 
contour of the bony alveolar 
crest and its covering gingiva. 
For optimum function and self¬ 
protection, tooth preparation 
and subsequent contouring of 
the restoration must follow this 
anatomical curve. On anterior 
teeth this curve can swing three 
and one-half millimeters and 
diminish to almost zero on 
posterior teeth (Fig. 10). 

MARGINAL RIDGES 

On the occlusal surfaces of 
teeth at the proximal border 
there is a ridge-like structure 
neighbored by two depressions. 
One depression is the occlusal 
embrasure and the other is the 
proximal fossa. It is the marginal 
ridge which may serve as the 
seat for an opposing cusp tip 
and as a food deflector. Shown 
in the cross-section in the upper 
left of Figure 11 are properly 
contoured and related marginal 
ridges. 

The other three examples are 
improperly contoured. The mar¬ 
ginal ridges illustrated on the 
upper right are too high because 
the contact area extends too far 
occlusally, obliterating the oc¬ 
clusal embrasure. Contact areas 
should be located at the junc¬ 
tion of the middle and occlusal 
thirds of a tooth. 


The marginal ridges illus¬ 
trated on the lower left have 
a deep wedge-shaped occlusal 
embrasure resulting from con¬ 
tact areas placed too far toward 
the gingiva. This is a potential 
food trap. 

On the lower right illustra¬ 
tion, there is a discrepancy 
in the height of the marginal 
ridges. When correcting this un¬ 
even situation, one must deter¬ 
mine whether the higher mar¬ 
ginal ridge is to be lowered or 
the lower marginal ridge is to 
be raised by means of a restora¬ 
tion. This is determined by the 
occlusal analysis of opposing 
teeth. 


TOOTH REDUCTION 

In each restoration a mini¬ 
mum bulk of biomaterials is 
necessary for adequate strength 
and color. Whatever type of 
finishing line is selected for the 
margin of a crown, adequate 
tooth structure must be removed 
to leave room for biomaterials 
of the restoration. The illustra¬ 
tion in the left-hand circle of 
Figure 12 shows a crown cor¬ 
rectly contoured and placed on 
an adequately prepared tooth. 
The right-hand circle shows a 
potentially unhealthy situation 
created by an overcontoured 
crown resulting directly from 


lack of room for biomaterials 
due to inadequate tooth re¬ 
duction. 

CONCLUSION 

An understanding of this 
schema of biologic contours will 
improve the restoration of miss¬ 
ing or damaged teeth by pre¬ 
venting the destruction that 
occurs as a result of improper 
shape. Systematic application of 
the principles of the seven de¬ 
scribed rules can be achieved 
even though human variation is 
so great. Applying these prin¬ 
ciples will enhance longevity, 
esthetics and function of teeth. 
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The electron photomicrograph was produced by Dr. Zeidonis Skobe of the Forsyth Dental Center with photographic assistance 
by Ms. Anne Spellman. 


Above is a close-up view of plaque, considered by most authorities the foremost 
etiologic factor in the development of caries and periodontal disease. 

This scanning electron micrograph shows bacteria often found in subgingival plaque. 
Each of the spheres is a coccal bacteria measuring about one micron in diameter. The 
spherical bacteria are adhering to the periphery of a central filamentous bacteria 
resulting in these characteristic clusters. In the literature this formation of bacteria 
in plaque has been descriptively named “the corncob.” 
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News Release 


Chicago—Dentists may have a legal 
responsibility to screen patients for high 
blood pressure as part of the patient's 
physical evaluation, according to a top 
legal official of the American Dental 
Association. 

The dentist's legal responsibility for 
physical evaluation of his patients in¬ 
cluding hypertension screening arises 
from state dental laws and court 
doctrines resulting from malpractice 
litigation, said Bernard J. Conway of 
Chicago, ADA assistant executive 
director for legislation and legislative 
affairs. 

His comments on the legal aspects 
of high blood pressure screening were 
presented at a workshop sponsored 
by the Dental Society of the State 
of New York and reported in an article 
in the June edition of Dental Abstracts 
published by the Association. 

The article noted that dentists are 
being urged to join in a national pro¬ 
gram of high blood pressure detection 
as a routine office procedure. In several 
locations such screening is being done 
on a routine basis and any suspected 
cases of high blood pressure are re¬ 
ferred to the dental patient's physician 
for management and treatment. 

One of these efforts involves a joint 
screening program conducted by Fair- 
leigh Dickinson University dental 
school and the Bergen County (NJ) 


Dental Society and another program is 
being conducted at the Medical College 
of Georgia dental school. 

Commenting on the legal aspects of 
dentists' participation in hypertension 
screening, Mr. Conway made the fol¬ 
lowing observations: 

Three state dental laws specifically 
authorize dentists to conduct physical 
evaluations (California, Pennsylvania 
and Michigan). Omission of specific 
mention in other states does not, 
however, mean the dentist is not so 
authorized. In fact, the reverse is 
probably true because the state dental 
laws, by implication at least, express 
that authorization. 

Court doctrine arising from malprac¬ 
tice litigation bears this out. Malprac¬ 
tice is medical, dental or other pro¬ 
fessional negligence that causes in¬ 
jury, and the negligent act may be one 
of omission or one of commission. 
In four cases involving patients' deaths 
after dental treatment, the charge of 
malpractice was sustained by the fact 
that an adequate history had not been 
taken and that, therefore, a proper 
physical evaluation had not been made. 

Accepted Dental Therapeutics, pub¬ 
lished by the ADA, underscores the 
need to recognize the total health 
status of the patient by including several 
forms for history taking. Many dental 
schools now include physical evalua¬ 


tion in their courses, and this could 
also affect court decisions because what 
is taught in the schools may be cited 
as a standard for the practice of the 
profession. It is clear that failure to 
take a history may make the dentist 
legally vulnerable. 

A physical evaluation may include 
more than history taking. Visual ob¬ 
servation is certainly practiced by the 
dentist, and he may even have a 
responsibility to develop the art of 
visual observation. 

“I would assume that a dentist may 
take blood pressures, though, of course, 
he may not prescribe for a medical 
condition that may be disclosed there¬ 
by. If he is competent to take blood 
pressure and to read the results, one 
can assume that he is competent to 
make this procedure serve the needs 
of his patients in whatever dental care 
he provides. I believe he acts legally 
and professionally, for the good of the 
patient, when he uses blood pressure 
or other tests to determine how to 
proceed with his dental treatment and 
what drug or service to provide." 

Physical evaluation is a legal respon¬ 
sibility of the dentist. Some kind of 
history taking is advisable and it should 
be more extensive for patients who are 
not in good health, who are handi¬ 
capped, or who are 65 years of 
age or older. 
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a 

position on 
school 
dental health 
education 

BEHAVIORAL INFLUENCES 
ON ORAL HYGIENE PRACTICES 


A first position paper on 
school dental health education 
was prepared in 1970T^ The 
position which was discussed 
involved the alteration of per¬ 
sonal oral hygiene practices by 
means of behavior-changing 
techniques. That position was in 
direct opposition to the tradi¬ 
tional approach which advo¬ 
cated changing levels of aware¬ 
ness by means of the transmis¬ 
sion of facts about dental health 
and diseases. 

Since that time, another up¬ 
dated review of the research 
literature was published for the 
purpose of clarifying the specific 
techniques which appeared to af¬ 
fect oral health behaviors, long 
or short term.®^ In this paper, 
that research is summarized and 
further up-dated in order to doc¬ 
ument the specific role of the 
school as a source of influence 
as well as the effects of social 
or socio-economic status, family 
values, peer values and identifi¬ 
cation, perception, attitudes and 
various kinds of other communi¬ 
cations. In essence, this requires 
the use of a theoretical model if 
only to provide a frame of refer¬ 
ence for the interdisciplinary 
dialogue which this subject 
requires. 


THEORETICAL MODEL 

Because field theory, as de¬ 
fined by Lewin,^® is one which 
is currently acceptable to many 
health educators, it will be briefly 
described for the purpose of this 
paper. Field theory involves cer¬ 
tain essential concepts: the use 
of a method which directs one 
to referents in the empirical 
rather than the theoretical 
world; “an analysis which starts 
with the situation as a whole”; 
and a concentration on dynamic 
aspects of the present time situa¬ 
tion. Most significantly, per¬ 
haps, this theory contains the 
notion of movement, interaction 
and multiple effects. Behavior, 
according to Lewin, does not 
depend on the effect of any single 
influence, but rather on the mul¬ 
tiple effects of various influences 
on the individual or groups of 
individuals. In addition, those 
influences are defined in terms of 
how the individual perceives 
those forces, not necessarily on 
what an objective observer 
would define as influential. 

A few more terms and the 
substance of the paper can be 
broached. “Life space” implies 
the person and all other persons 
significant to him or her. People 
occupy spaces and spaces as- 
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sume positive and negative 
valences depending on the effect 
perceived by the individual in 
question. 

A “force” is that phenome¬ 
non which determines the direc¬ 
tion and tendency to change be¬ 
havior. A force may be positive, 
motivate for the practice 
of oral hygiene, or negative, in 
which case it is referred to as 
a “barrier” to good practice. 

The term “position” is most 
meaningful when conceptual¬ 
ized in terms of the psychologi¬ 
cal phenomena involved in 
occupying a given place in one’s 
“life space”. For example, 
position in one socio-economic 
group may expose one to a 
barrier for practicing oral hy¬ 
giene, yet being positioned in 
another group may prove a 
motivating force. 

While this theoretical descrip¬ 
tion has been over-simplistic, it 
does imply a dynamic theory 
which considers action as part of 
the total situation and of the 
way the person perceives that sit¬ 
uation. Behavior, then, by defi¬ 
nition a part of a total situation, 
cannot be understood without an 
analysis of the situation as a 
whole. 

At this juncture it would seem 
appropriate to introduce docu¬ 
mentation for field theory’s rele¬ 
vance to oral health education. 
That dental health is seen as 
dependent on, or responsive to, 
the forces and tensions of its 
social, psychological and envi¬ 
ronmental context, has been 
documented by Derryberry'^ 
and Young.”'’”'* 

Socio-cultural influences on 
behavior include: 1) socio-eco¬ 
nomic factors—objective 5oc/o- 
economic status of the individ¬ 


ual as determined by occupa¬ 
tion, education, and income’, 

2) Subjective social status, iden¬ 
tification and peer relations’, 

3) demographic variables— age, 
sex, race, and ethnic origin. 
These are all part of the indi¬ 
vidual’s physical and social sur¬ 
roundings, part of his “situation 
as a whole.” All in some meas¬ 
ure exert force, determine posi¬ 
tions, create or are subject to 
barriers. 

OBJECTIVE SOCIO-ECONOMIC 
STATUS 

Research to date has shown 
that socio-economic factors are 
strong influencers of dental 
health practices. Finlayson and 
Pearson^^ found that mainte¬ 
nance of improvement in oral 
hygiene practices following a 
dental health campaign was as¬ 
sociated with an above average 
“social class” of schools at¬ 
tended by children in the study. 

Rayner”” found differences in 
dental hygiene between social 
class groups in a white American 
population. 

Kelly et al.^^ reported that 
“oral hygiene varied markedly 
by levels of family income and 
education,” but “was more 
closely associated with educa¬ 
tion than with income.” The 
importance of education is, in 
one form or another, a well- 
documented finding. These pat¬ 
terns reflect the differential 
effects of force created by the 
interaction of income, education 
and objective social class (as 
defined by occupation). But per¬ 
haps of most significance for 
toothbrushing behavior is the 
interplay of external forces, ob¬ 
jective social class predictors, 
and internal forces such as sub¬ 


jective social status, identifica¬ 
tion and influence of peers. 
Status identity then emerges as 
a force in oral hygiene practices. 
Only recently has this aspect of 
oral health received attention. 

SUBJECTIVE SOCIAL STATUS 

The role of status identity in 
preventive health behavior has 
been intensively studied by 
Green,who included preven¬ 
tive dental visits as one form of 
preventive health behavior in his 
study. His research leads to a 
status identity model which ex¬ 
plains the relationship between 
health behavior and factors of 
social status, inconsistencies of 
social status, and reference 
groups. What Green says is that 
a person tends to see himself 
as belonging to a specific social 
class, and that this is very much 
dependent on social factors such 
as occupation, education, in¬ 
come, ethnic origin, race, etc. 
There may be, however, discrep¬ 
ancies among these factors. In¬ 
come and occupation, for ex¬ 
ample, may not match a person’s 
level of education. When incon¬ 
sistencies exist between ascribed 
status and achieved status, an in¬ 
dividual will select that aspect 
of his status which will afford 
him the highest prestige, and 
will categorize himself in re¬ 
spect to social class accordingly. 
Once he has defined his social 
status for himself, he behaves in 
terms of the values and social 
pressures which he perceives as 
being characteristic of this social 
class. This may be a particularly 
useful working concept for ex¬ 
plaining and even changing 
toothbrushing behavior. 

As an example, peer influ¬ 
ences, which may be strong 
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forces or strong barriers to pre¬ 
ventive action, actually may de¬ 
termine whether or not there is 
a willingness to practice what is 
taught. If peer values do not 
support good oral health prac¬ 
tices, then removing the barrier 
for the individual involves forces 
designed to change the peer 
group practices as a group. 
Changing a group “en masse” 
is a formidable endeavor. But 
if the dental health educator 
recognizes and understands the 
values of the group with which 
he must deal, if he can put 
himself into the feeling state of 
the group, he may, then, be able 
to communicate, interpret and 
anticipate the group’s re¬ 
sponses. 

Status identity and identifica¬ 
tion were found to be forces 
determining the toothbrushing 
frequency of mothers, mothers’ 
attitudes toward toothbrushing, 
and mothers’ satisfaction in re¬ 
gard to their children’s dental 
conditions.®® The relatively 
strong infusive influence of 
status identity found in the 
total sample was not main¬ 
tained in the patterns devel¬ 
oped for each of the social 
class groups, but distinction 
of pattern is in keeping with 
Green’s postulate. The behav¬ 
ior of lower social class mothers 
appeared least subject to status 
identity as far as toothbrush¬ 
ing behavior was concerned. 
Middle social class mothers’ 
oral hygiene practices were 
found to be highly correlated 
with status identity. Status iden¬ 
tity for the upper social class 
mothers was causally related to 
mothers’ satisfaction with their 
children’s dental condition. 


DEMOGRAPHIC FACTORS 

Sex, age, race and ethnicity 
are other forces also associated 
with oral hygiene. Evaluation by 
the Oral Hygiene Index of data 
from the National Health Sur¬ 
vey revealed that, in general, 
women “had perceptibly cleaner 
teeth than men,” and the ‘‘trend 
prevailed within each of the vari¬ 
ous age ranges.” But debris and 
calculus on the teeth of black 
adults, men and women, were 
far greater than that found on 
whites. A significantly large part 
of the difference observed in oral 
hygiene by race was accounted 
for by difference in income and 
education. The most we can say 
is that the forces associated with 
race, ethnicity and genetic heri¬ 
tage are too much confounded 
with those of socioeconomic 
status and demographic factors, 
to allow any inference on the 
basis of race or ethnicity. It 
seems that what emerges most 
clearly from the foregoing is the 
interaction—in Lewinian terms 
—of the forces, or influences, of 
the socioeconomic and other 
socio-cultural-demographic fac¬ 
tors, on oral hygiene behavior. 

DENTAL HEALTH EDUCATION 

Perhaps the greatest effort to 
change the dental practices of 
the public has been made 
through formalized dental health 
education. Because education is 
a firmly entrenched institution in 
our western society and has re¬ 
peatedly been found strongly 
associated with dental health 
practices, it continues to be per¬ 
ceived as the most effective 
force for altering oral hygiene 
practices, despite the strength of 


other interacting forces and 
barriers. 

Dental health education has 
been part of school health ed¬ 
ucation in some parts of the 
USA for at least thirty years. 
According to Dollar and San- 
dell,^* there has been a ‘‘re¬ 
markable uniformity of teaching 
practices in all size communi¬ 
ties, in all geographic areas.” 
But Young’s®’-*® comprehensive 
reviews of the literature point to 
a lack of awareness among the 
majority of dental health educa¬ 
tors of the interaction of socio¬ 
cultural and psychological 
forces. She has repeatedly 
drawn attention to the all too 
pervasive problem of teacher at¬ 
titudes as a barrier to chang¬ 
ing behavior. She states that 
‘‘many educators assume a 
straight-line relationship be¬ 
tween their inputs and move¬ 
ments of the ‘learner’ towards 
changed beliefs and practices.” 
Young’s*® and Cohen and 
Lucye’s’® research on the effec¬ 
tiveness—or the forces—on chil¬ 
dren of current teaching meth¬ 
ods in dental health emphasizes 
the need for recognition of other 
forces for motivation than favor¬ 
able attitudes. Not only recogni¬ 
tion, but the development of 
techniques that go ‘‘beyond in¬ 
formation and facts and moti¬ 
vate for behavior.”’® Young*® 
noted that ‘‘most of the behav¬ 
ioral findings have indicated that 
students are not putting into 
practice knowledge they ac¬ 
quired.” 

Yet the above is not unan¬ 
imously affirmed, even though 
it is one of the most consistent 
findings in the dental health edu¬ 
cation corpus. Gravelle et 
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for example, found that high 
school students were able to 
benefit from an intensive pro¬ 
gram of dental health education. 
What description of the program 
was given suggests that behavior 
changing teaching techniques 
were involved. Wilford et 
hypothesized that education 
alone would influence students 
to improve their oral hygiene 
practices, hence their oral 
health. Debris scores showed a 
29.9 per cent reduction after 
completion of the course of in¬ 
struction. Moreover, 65.3 per 
cent of the students demon¬ 
strated some improvement in 
debris score. Another appar¬ 
ently successful program was 
carried out by Fodor and Zieg¬ 
ler. It would seem that some 
students do translate dental 
health knowledge into oral hy¬ 
giene behavior. This being the 
case, it is necessary to know 
what forces are interacting, and 
how the usual barriers are being 
leveled. Since there are ways to 
tease more information from 
data, this was done. 

In order to identify imping¬ 
ing forces or barriers, it was es¬ 
sential to separate those studies 
whose findings indicated “im¬ 
provement” immediately fol¬ 
lowing dental health instruction 
from those indicating “no im¬ 
provement.” A second proce¬ 
dure was to identify those stud¬ 
ies whose subjects regressed 
after a period of time and those 
where no regression occurred 
and the improved status was 
maintained. Only the experi¬ 
mental studies were used. 

The studies were rank-or¬ 
dered according to the ages of 


their subjects. Concern was for 
only four variables apart from 
age: 1) type of instruction; 2) 
school instruction only; 3) oral 
hygiene status immediately fol¬ 
lowing instruction (clinically 
measured); and 4) oral hy¬ 
giene status at follow-up, (also 
clinically measured). The stud¬ 
ies, of course, are not strictly 
comparable on any one basis, 
and perhaps are least compar¬ 
able on the interim between 
post-instruction examination 
and follow-up. Nevertheless, 
the results are revealing. Only 
three groups failed to show im¬ 
provement immediately follow¬ 
ing instruction. These three, 
ranging in age from 14 to 21 
years, proved to be unusual in 
one or another respect. One 
consisted of deprived Negro 
children, a second, of boys in 
a State Reform School and 
the third, young adults newly 
recruited to the Submarine Serv¬ 
ice. But more significant than 
their uniqueness, is the sug¬ 
gested force of the peer culture. 
The latter notion is buttressed 
by the age range, a time in which 
peers assume an enhanced 
value, and by their singular en¬ 
vironments—life spaces in which 
there are likely to be forces 
(emphasis or over valuation) of 
peer relationships. Teenage and 
adult behavior, however, when 
no special circumstances inter¬ 
vene, appear to be amenable to 
change through traditional forms 
of education. Yet the forces of 
peer culture are also operating 
in those who seem to be influ¬ 
enced by traditional education. 
It may be that for these, too, 
the effective influence is a peer 


behavior model, and this, rather 
than the traditional forms of 
education, tends to maximize 
peer culture forces in desired 
directions. 

The picture is quite different 
for children under the age of 
14. Below 14 years of age, 
regression or failure to sustain 
improvement of oral hygiene 
is more usual than unusual, 
irrespective of the time interval 
between immediate post-in¬ 
struction examination and fol¬ 
low-up. Specific techniques, 
(such as use of disclosing tab¬ 
lets), used in the three instances 
where children under 14 did 
maintain their improved status, 
suggested that in the case of 
younger children, we have per¬ 
haps been asking too much 
of traditional methods of health 
education. 

Lewin^® specifies kinds of 
development in the psychology 
of learning. One is learning 
related to motivation, the other 
to cognition. Habit “is inter¬ 
preted as a psychological force 
of a character similar to motiva¬ 
tional forces.” However, re¬ 
search in the dental area sug¬ 
gests that there must be some¬ 
thing more than motivation per 
se to establish oral hygiene 
behavior as a habit. Learning 
oral hygiene must involve the 
acquisition of a value, or a 
change in a value, or in Lewinian 
terms, “a need.” For adults, 
this involves change in cognitive 
structure, but for children, cog¬ 
nitive learning is secondary to 
motivational learning. 

The work of Piaget meshes 
with that of Lewin and strength- 
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ens the contention that chil¬ 
dren’s learning of good oral 
hygiene habits does not neces¬ 
sarily entail knowledge of where 
the bicuspids are located, e.^., 
cognitive learning. According 
to Piaget,'’'’ young children 
learn in the form of sensory- 
motor manipulation. That chil¬ 
dren “are very interested in 
how to brush their teeth . . . 
that ideas retained by the child 
are more likely to be those ob¬ 
tained in a practical and useful 
way on the behavioral level 
. . . rather than on the intellec¬ 
tual level” is pointed out by 
Cohen and Lucye.*^ 

VALUES 

Rayner’s'*" causal analysis of 
factors influencing children’s 
oral hygiene practices has 
shown that for children, be¬ 
havior seems to be not only 
the theoretical but the practical 
clue to effective dental health 
education, and that mothers’ 
own practices are the single 
most important influence on 
their children’s. A concept of 
family values is contained in 
this statement, as well as in 
findings of other studies. 
Mechanic comments that 
“childhood learning is depend¬ 
ent more on what the parents 
do and how they react than 
the attitudes they manifest.” 
By example, the parents instill 
a value. This is in keeping with 
Rokeach’s®^ definition of value 
— “a value, unlike an attitude, 
is an imperative to action. 
Values . . . have to do with 
modes of conduct and end states 
of existence. . .” Few individ¬ 
uals would assert that keeping 
one’s teeth is unimportant. 


Keeping one’s teeth is con¬ 
sidered an ideal state. The 
assertion, the overt statement 
of such belief which may or may 
not be characteristic of the indi¬ 
vidual’s behavior, may in fact 
be dependent on temporary fac¬ 
tors inherent in the situation, and 
thus be classified as an attitude. 
One’s attitude may suggest a 
favorable concern about one’s 
dental health. But value is ex¬ 
pressed through action when 
one brushes regularly, flosses 
regularly and makes regularly 
scheduled visits to the dentist 
for preventive care. “Actions” 
to quote an old cliche, “speak 
louder than words.” Action re¬ 
flects a value; words, more likely 
than not, an attitude. Hence, 
one may hear the same belief 
expressed by vastly differing 
groups of individuals about the 
desirability of practicing good 
dental hygiene, yet observe 
quite diverse practices among 
the groups. 

The concept of “values” is 
viewed in the present context 
as a major factor in the transition 
of a child’s occasional tooth- 
brushing behavior to one of 
habit. Habit, then, is a form of 
behavior requiring the acquisi¬ 
tion of a strong action commit¬ 
ment to oral health or, in other 
terms, acquisition of oral health 
as a value. 

The questions, however, that 
need to be asked are those 
pertaining to the forces and 
barriers that bring about the 
existence of dental health as a 
value or change the norms of a 
value already existing. Habit, 
clearly, is the product of many 
forces apart from the knowl¬ 
edge-belief-temporary action se¬ 
quence. A value, behaviorally 


expressed—for example the 
oral hygiene practice of the 
mother—may help fix the child’s 
dental hygiene practices as a 
value. Chaffee’s*® experiments 
on the acquisition of change of 
value demonstrated that sa¬ 
lience, i.e., the prominence of 
an individual’s particular be¬ 
havior such that he is readily 
and often aware of it, and 
pertinence, i.e., the relevance 
of the behavior for him, are 
essential components of value 
change. Exemplary dental hy¬ 
giene behavior of the mother 
may provide both salience and 
pertinence. 

PARENT-TEACHER INTERACTION 

There is considerable evi¬ 
dence that mothers need to be 
educated as well as children, 
but educated for the sake of 
their own well being, as well 
as for their children’s.®* Parents 
need to become involved, for 
it is they, after all, who make 
the decision regarding their 
children’s health. Despite this, 
there is a deplorable lack of 
parental involvement in the 
teaching of dental health in the 
schools. 

The British, possibly because 
of their National Health Serv¬ 
ice, see the exclusion of the 
parents in dental health educa¬ 
tion as a barrier to changing 
behavior in the children. Almost 
every report of a dental health 
education campaign in the 
United Kingdom urges involve¬ 
ment of parents, and entire 
communities may become 
involved. 

Because of failure to identify 
the real barriers to children’s 
preventive dental health be- 
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havior, there is failure to ap- parental involvement in a total with the mother. She uses her 

propriately educate the parent. sense, in a value-expressed-as- status as a “significant other” 

The Australian investigators, a-behavior sense. This lack is in the lives of her students’ 

Jago and King^^ gave advice fostered by the traditionally families to maximize communi- 

regularly to mothers in regard taught course of dental health cation, to establish a status 

to diet, how to supervise their education which stresses ac- identity for the mothers, that 

children’s toothbrushing prac- quisition of facts, by the usual in the words of Green^® “leads 

tices, and essentially, in ways teacher-parent relationship ... in turn, to a commitment 

of training their children. They characterized by passing on in- to certain norms of behavior 

found that educating the parents formation, and by the willing- prescribed by that status.” If 

for the children’s benefit, and ness of the school, state, or the relationship between teach- 

not for the parents’ sake, had other nonfamily group to assume ers and parents is characterized 

little effect on the oral status the parents’ responsibility. by high identity, then the chil- 

of the children. The caries rates However, on the operational dren are better able to identify 

of the study and control groups level, the teacher-parent inter- with the teacher. The converse 

were of the same magnitude. action is of direct concern. of this situation, one which is 

An even stronger" bit of evi- That is where the action is. currently typical of many school 

dence of this need for appro- Parents are expected to rein- dental health programs, may 

priate education of the parent force what the teacher has been present a problem to children 

is offered by Anderson’s de- teaching, though they are by- whose parents do not partic- 

scription of dental care for passed by school dental health ularly value good oral hygiene 

Swedish children.^ Dental education. This is a mistake on or preventive dental health 

health education is education the part of educators, for the practices. If a child, because 

completely divorced from pa- internalization of values by chil- of his identification with a parent 

rental involvement. The chil- dren is dependent upon the who may not practice good oral 

dren view it as a school activity. primary socializing agents, the hygiene, views dental health 

The Linde and Koch^^ study, mothers. The school and the education as a criticism of his 

also of Swedish children, at- teachers are secondary agents family, it may be impossible 

tributed regression of the chil- and cannot hope to supersede for that child to internalize his 

dren’s toothbrushing behavior the parents where parent-child “temporary behavior” as a 

to a failure to relate tooth- relationships are normal.^® Ne- value and thence a habit, 

brushing in school to tooth- glecting the parent can only Current education techniques, 
brushing at home. weaken the potential force of typical of the average class- 

A conclusion drawn in a school dental health education. room, can carry enough impact 

Canadian study by Gray and If the interpersonal relation- to bring about a temporary 

Hawk^® was that motivation of ship develops satisfactorily, change in children’s dental 

parents constituted a more im- then one expects there to be hygiene behavior even though 

portant element in raising the identification of parent with regression eventually follows, 

children’s dental health status teacher and of teacher with From this it is conceded that 

than the school dental health parent. But what is meant by present methods are not corn- 

program. a “satisfactory interpersonal pletely lacking in effectiveness. 

It seems that there is the clue relationship”? The usual school The interaction between teach- 

to the kind of parental involve- visits by parents are not the er’s behavior and her teaching 

ment required. One may hy- answer. The teacher in this techniques is another point 

pothesize that the barriers were instance is not to be perceived where either barriers or forces 

not and are not necessarily lack as an authority by the mothers, may occur. What, then, are the 

of knowledge, or lack of the but as a peer; she provides characteristics of the teacher 

parental concern, but lack of an example by her association and her methods which are re- 
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sponsible for change? Some 
clues are discovered in the 
literature. 

Methods: Children 

In a study of junior high 
school children in Tennessee, 
investigators credited the teach¬ 
ers for the high improvement 
of one group. Teachers were 
described as “very enthusiastic 
about the project . . . and con¬ 
tinued to promote the ideas as 
set forth in the project after the 
educational phase was com¬ 
pleted.” The interaction of 
socio-psychological variables or 
forces prepares the field for the 
most effective use of specific 
teaching methods and materials. 
Piaget’s concept of the “per¬ 
ceptual mode” of learning seems 
to help explain the role of 
saliency and pertinence in the 
changing of a value and the 
incorporation or internalization 
of the value as a habit. For 
example, rendering plaque visi¬ 
ble through staining techniques 
is in accordance with the per¬ 
ceptual mode of instruction. 
Eleven studies using children 
under 14 years of age included 
disclosing wafers, plaque stain¬ 
ing or luminescence techniques 
as t|art of their program of 
instiiiction. Only five of these 
studies evaluated the aftermath 
of instruction by a follow-up 
inspection. However, children 
in three of the five groups main¬ 
tained their initial improve¬ 
ment. Three cases may not 
be a strong argument for as¬ 
suming that plaque made visible 
is more impressive than other 
educational techniques, but it 


appears to increase both sa¬ 
liency and pertinence for chil¬ 
dren. The use of disclosing 
tablets as an aid to education 
needs to be studied in conjunc¬ 
tion with other methods and in 
the instruction of other groups. 
Is it easier, for example, to 
change a mother’s behavior by 
demonstrating to her the amount 
of plaque on her teeth, or on 
her child’s? Will it increase 
saliency and pertinence for 
mothers? 

Moreover, there is another 
method rarely used in teaching 
oral hygiene which is consistent 
with Piaget’s theory of learning, 
and also with Lewin’s field 
theory. This is the behavior 
changing method advocated by 
Cohen and Lucye*^ wherein the 
actual behavior in the learning 
situation is matched with the 
desired behavior objective. Mc¬ 
Cauley et al.,^^ Linde and 
Koch'*'* and Bay^ all used some 
version of the matching method. 
The immediate results of in¬ 
struction were good in all three 
instances, but toothbrushing at 
home did not follow. The 
teacher must establish “perti¬ 
nence” so that there is a 
transfer of (toothbrushing) be¬ 
havior from the school to home 
situation. 

Part of the idea of matching 
behavior as a teaching device 
rests on the teacher’s ability 
to be a parent surrogate. As 
such she has a most powerful 
motivator at her disposal in the 
form, again, of identification. 
Like the mother, her example 
provides pertinence and sa¬ 
lience; she serves as a model; 
and her approval is sought for 


good behavior. But it must be 
remembered that even though 
the teacher is able to become 
a parent surrogate, this does not 
obviate the need for change in 
parental behavior. 

The necessity for consistency 
in respect to pertinence and 
salience is illustrated by the 
Bay^ study. An association was 
engendered in the minds of the 
children. Toothbrushing was 
made pertinent by both the 
investigators and the children’s 
families while the study was in 
progress. However, after the 
study had ended, “the children 
resumed their previous habits of 
dental hygiene.” Bay suggested 
an increased frequency of dental 
health education and an effort 
to change the attitude of the 
children’s families toward the 
concept of dental hygiene. 

The interaction between the 
dentist and children seems 
limited. However, several stud¬ 
ies have demonstrated improved 
oral hygiene indices after a 
dental education program con¬ 
ducted in the school by either 
dentists or dental hygienists. 
Williford et al. for example, 
demonstrated experimentally 
that school dental health in¬ 
struction was more effective 
when given by a dentist. He 
attributed the changed behavior 
to a credibility factor, i.e., that 
the dentist was perceived as 
more knowledgeable, and more 
an authority than the school 
teacher. 

But there are two studies on 
children®-®'* which point to the 
contrary. Both involve the effec¬ 
tiveness of instruction given in 
the dentist’s office. This can be 
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attributed to the difference in 
situation. In the dentist’s office, 
in the dentist-patient relation¬ 
ship, children’s emotions create 
a barrier nullifying the dentist’s 
instructional effort. In the 
school, or lecture situation, 
there appears to be no barrier 
but a force for promoting 
changed behavior. 

Methods: Adults 

Hopefully, a solid case has 
been built for including parents 
in the educational process of 
children. Certain methods for 
reaching parents have been 
revealed in the research litera¬ 
ture. For the adult, the avail¬ 
able data point to the socio¬ 
economic and demographic fac¬ 
tors, cultural milieu, status 
identity and peer relations as 
most influential in shaping oral 
hygiene behavior. However, 
one of the most promising 
methods, though untested in 
dentistry to date, is to expose 
an adult to information in such 
a special way as “to make him 
consciously aware of states of 
inconsistency that exist chron¬ 
ically within his own value- 
attitude system below the level 
of his conscious awareness.’’ 
Lack of self-knowledge in regard 
to one’s own oral hygiene value 
system can be a barrier to 
changed values and, conse¬ 
quently, behavior. Conversely, 
conscious awareness becomes a 
force for a change in oral hygiene 
values. Showing adults who 
value cleanliness their dirty 
mouths by use of a disclosing 
wafer may create the kind of 
inconsistency required for value 
changes. 

A major problem is that of 
capturing those adults whose 


values might be changed. Meet¬ 
ing the problem through mass 
media seems only to perpetuate 
the “superficial knowledge’’ 
aspect which, by itself, has a 
very minor impact on value 
change as demonstrated by be¬ 
havior change. This is an ex¬ 
ample of what is meant by 
use of information. Users of 
the mass media need to learn 
how to use dental health in¬ 
formation in a special way to 
reinforce behavior. Unlike the 
schools, which have a unique 
and appropriate avenue for 
reaching those specific adults 
who are parents, users of the 
mass media have a more difficult 
task. Value change may not be 
initiated in a direct face-to-face 
situation. The time lag between 
issuing a mass media message 
and indications of the effective¬ 
ness of the message may be of 
long duration. Nevertheless, 
messages should be geared 
toward salience and pertinence 
and efforts be made to assess 
the reinforcing capacity of the 
messages. 

SUMMARY 

Suggestions have been inter¬ 
spersed in each of the preceding 
sections relating: 1) approaches 
which maximize the significance 
of belonging to a given occupa¬ 
tion, education, income, age, 
sex, race or ethnic group, status 
and peer identification; 2) formal 
dental health education which 
optimizes salience, pertinence, 
credibility, habit formation, long 
term change and concomitant 
reinforcement; 3) programs 
which match behavior with ob¬ 
jectives and stress imitation of 
significant others such as moth¬ 
ers and teachers; 4) methods 


which include community in¬ 
volvement, changing values by 
showing inconsistencies in cur¬ 
rently held values, attitudes or 
behaviors, and gaining the at¬ 
tention and support of the mass 
media. No one approach alone, 
isolated from the other parts of 
the fabric, could work on any 
one person or any one group 
of people. It is the notion that 
an entire fabric or plan is 
needed, or that planning for be¬ 
havior-changing necessitates di¬ 
recting several tasks simultane¬ 
ously and differentially to var¬ 
ious target groups. This is con¬ 
trary to the myth that removing 
the economic barrier will result 
in everyone’s going to the 
dentist. Rather, the economic 
barrier is only one thread in a 
fabric consisting of such others 
as fear, inaccessibility or un¬ 
availability of services, barriers 
within the family environment, 
which might together prevent 
someone from visiting the den¬ 
tist. In the case of personal oral 
hygiene practices, which tend 
to be privately executed where 
and when others are seldom 
around to observe, the forces 
pushing for the behaviors and 
the opposing forces pulling the 
individual or group away from 
the prescribed behaviors must 
be spelled out so that a logical 
strategy for counteracting the 
undesirable behaviors may be 
developed. 

EVALUATION 

The ultimate test is whether 
or not an individual or a group 
is free of oral disease or, better 
yet, orally healthy. The clinical 
measurements for disease are 
more readily explained by an 
oral epidemiologist, but inter- 
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mediate tests which might guide 
the educator in assessing his 
plan through its action stages 
must involve nothing less than 
clinical measurements of pa¬ 
tients’ plaque-removing per¬ 
formances. Amount of ac¬ 
cumulation of plaque varies with 
the patient, and successful re¬ 
moval of it also varies with the 
patient. These factors need to 
be considered either when the 
patient evaluates his own efforts 
or when a second person does 
the evaluating for him. Any tool 
for evaluation needs to be under¬ 
stood by the evaluator who uses 
it, for the tool itself may con¬ 
tain biases and thereby misin¬ 
form. The tool, if it makes 
plaque visible enough to be 
accurately measured, must be 
demonstrated as amenable to 
standardization so that it may 
produce valid and reliable re¬ 
sults whenever a trained indi¬ 
vidual uses it. This last point 
is not meant to imply that tools 
do not exist, for they do, e.g. 
the Simplified Oral Hygiene 
Index, or of the Gingival Index, 
but there is always room for 
further development. One needs 
always to remember that evalua¬ 
tion of any program or practice, 
particularly when human be¬ 
havior is a large part of what 
is to be evaluated, i.e., when 
behavior is to be measured, 
must remain anchored to em¬ 
pirical criteria—criteria that are 
real and demonstrable by sci¬ 
entifically valid and reliable 
methods. In the interest of oral 
hygiene, where so much de¬ 
pends on the personal respon¬ 
sibility of the individual for his 
dental health, even more is 
needed than a valid and reliable 
tool for the professional eval¬ 


uator’s use. Agents that present 
convincing evidence of the 
effectiveness of toothbrushing 
and flossing to non-profes¬ 
sionals, the consumers, in other 
words, to the general popula¬ 
tion, are also needed. Again the 
implication is not that such tools 
do not exist, but that there is 
room for improvement. 

This very brief excursion into 
the needs for intermediate tests 
and criteria for evaluation offers 
one approach toward evaluating 
the dynamics of behavioral in¬ 
fluences on oral hygiene prac¬ 
tices. The over-all message is 
simply this: with an adequate 
plan to optimize oral health be¬ 
havior and a valid and reliable 
way of assessing the effective¬ 
ness of that sustained action- 
oriented plan, those desiring 
to improve oral hygiene prac¬ 
tices in others can expect rea¬ 
sonable success. 
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What is Preventive Dentistry?* 


Irwin D. Mandel, D.D.S. 


Before defining Preventive Dentistry, I would 
like to tell you what Preventive Dentistry is 
not. Preventive Dentistry is not a religion. 
Preventive Dentistry requires no disciples, it 
requires no priesthood, needs no litany. What 
it does require, however, are devoted followers, 
and I think that we are beginning to develop 
such a flock. Preventive Dentistry in a positive 
sense, is dentistry. It is dentistry, however, 
with a philosophic base and an ordered set of 
priorities that suggest to us that our primary 
concern is to prevent the initiation and onset 
of dental disease. This, however, is not our 
only concern. The second priority is to prevent 
the progression and recurrence of dental disease; 
the third is to prevent the loss of masticatory 
function and the fourth (in some situations 
naturally first), the loss of life. Let us examine 
these priorities in relation to the various disease 
entities and situations that I think comprise 
Preventive Dentistry (Table 1). 

The main areas of concern in preventive 
dentistry are: a) caries, b) periodontal disease, 

c) injury, oral facial defects and malocclusions, 

d) oral lesions (mainly the precancerous and 
cancerous lesions), e) systemic disease with oral 
manifestations, and f) occupational hazards. 
Where I have a question mark, 1 am suggesting 
only a personal bias that perhaps the procedures 
may not be fully established as part of our 
preventive armamentarium. 

As to initiation of caries, I think there is 


* Presented in part in a workshop on Preventive 
Dentistry and Community Health, University of 
North Carolina, October 1971 


little disagreement that our responsibilities are 
essentially a plaque control program, multiple 
use of fluorides, dietary control and the beginning 
use of the occlusal sealents. I have a question 
mark next to sealants, because I still feel that 
more data are required. With respect to perio¬ 
dontal disease, plaque control programs, dietary 
control (at least in terms of plaque initiation), 
office curretage and prophylaxis have established 
validity. 

Certainly there is no question that this is the 
substance of preventive dentistry. 

There are some things not normally considered 
within the scope of preventive dentistry, such as 
injury, oral facial defects and malocclusion. 
Mouth protectors to avoid injury in contact 
sports are certainly a form of prevention. Informa¬ 
tion on prenatal care can be preventive. When 
we recommend the use of rubella vaccine to 
women who never had measles, we may be 
preventing cleft palate formation. When we 
inform patients about the effects of certain drugs 
on the fetus and avoid tooth discoloration, 
this is preventive dentistry. If we extrapolate 
the new biology into the future, it is conceivable 
that genetic counseling may be part of the 
preventive dentistry of oral defects. Caries 
control procedures that help in the retention 
of primary teeth help prevent malocclusion. 
Habit modification and space maintenance is 
also part of prevention of malocclusion. 

Let us discuss oral lesions. In many com¬ 
munity programs in this country, virtually all 
the attention is devoted to caries and perio¬ 
dontal disease. People who have seldom, if ever, 
been to a dentist, may include those with pre- 
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Table 1. Scope of Preventive Dentistry. 
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cancerous or cancerous lesions. How many com¬ 
munity health centers, for instance, initiate educa¬ 
tion programs simply to get people to come for 
screening examinations for oral lesions? I suspect 
a great many lives could be saved with such 
a program. 

It is an unfortunate situation that the average 
patient who wears a full denture does not go 
back to a dental office for about four to five 
years. This is an age bracket where the oral 
cancer incidence is extremely high. Most of 
these patients assume that with full dentures 
their dental troubles are over. As the dentures 
become loose, they buy a widely-advertised 
adhesive. If they have a mouth ulcer, they 
attribute it to a sharp edge of the denture, 
which they file with an abrasive emory board. 
Unfortunately, by the time they see a dentist 
the lymph nodes may be involved and prognosis is 
poor. I think this is an important area for 
primary education to the public. 


In systemic disease with oral manifestation, 
there is little that we as dentists can do in 
terms of preventing the initiation of the disease. 
We can, however, play an important diagnostic 
role. I shall discuss that aspect later. 

There is an area very few of us ever 
seriously consider as part of preventive dentistry- 
occupational hazards. It should be apparent 
that radiation control in the dental office is 
preventive dentistry, and part of our training 
has to be in terms of correct monitoring of 
x-ray equipment and proper procedures to protect 
personnel and patients. We are rapidly becoming 
aware that mercury may be a hazard. While 
mercury has been a potential hazard in the dental 
office for many years, only recently have a 
series of precautions been suggested in handling 
amalgams and mercury and mercury vapor in a 
dental office. Mercury monitoring is important. 

Despite innovations in the design of equipment 
in dental offices, I think one area of omission 
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is noise control. I am not convinced that having 
the high speed handpiece and suction apparatus 
going all day long does not have an adverse 
effect on hearing. I believe this is an area of 
prevention for eventual consideration. 

We are beginning to see studies which suggest 
that high speed dental operation with water 
sprays billions of microorganisms into the air. 
I believe that aerosol control should become 
part of preventive dentistry some day. 

Proper office design is not only important 
for efficiency, but also for the physical comfort 
of the dentist and dental personnel. If we can 
do something to lengthen the productive life 
of the dental team, we are doing a great deal 
in terms of preventive dentistry. 

When we think of preventive dentistry in this 
perspective, we must consider a whole range 
of activities, from plaque control to aerosol 
control, from dietary control to noise control. 

The second level of preventive dentistry is the 
prevention of the progress and recurrence of 
disease. In some quarters there is little interest 
in this area because prevention is seen purely 
in terms of initiation of the disease. I think 
this is too limited a definition. For the popula¬ 
tion that comes to the dentist at the age of 
two and one-half, a lifetime of prevention of 
the initiation of dental disease can be reasonably 
expected. But we have the entire age range 
to deal with—from two and one-half to over 
seventy; and hence, we must consider prevention 
in its broadest sense. For the adult population 
the prevention of progression and recurrence 
of disease is of utmost importance. 

Under caries, I list remineralization pro¬ 
cedures, an area rarely considered. I am con¬ 
vinced that it is possible to treat early lesions 
before there is a break in continuity and re¬ 
mineralize them with a combination of fluorides 
and phosphates as well as with new agents 
now being tested. 

Classic operative dentistry is in one sense pre¬ 
ventive dentistry; surgical eradication of caries 
stops the disease process and prevents it from 
progressing. Well executed operative dentistry 
prevents recurrence of caries. Extension for pre¬ 
vention is a familiar slogan. Pulp capping, pul- 
potomy and endodontics prevent tooth loss. 


As for recurrence, 1 believe one of the most 
important concerns in preventive dentistry in 
the United States today is that many dental 
treatments do not prevent the recurrence of 
disease. A major factor in the recurrence of 
disease may well be dentistry itself. A restorative 
procedure which is inadequate in terms of 
contour, contact, overhang, etc. may stop the 
progression of decay temporarily, but it initiates 
a chain of events that will result in periodontal 
disease. It may in the long run be doing more 
harm than good. This is the essence of my 
feeling that preventive dentistry embraces all 
of dentistry. All dental procedures must be 
considered not only in terms of dealing with 
past or present disease, but in terms of pre¬ 
venting future disease as well. Crown contour, 
marginal fit, pontic design, clasp design, etc. 
must be thought of not only in relation to tooth 
replacement but also to minimizing plaque 
accumulation and ease of oral hygiene so that 
caries and periodontal disease are not the 
automatic sequelae. 

Restorative dentistry, properly executed, is 
preventive dentistry; improperly performed it 
becomes iatrogenic. One of the saddest and, 
unfortunately, not uncommon examples of iatro¬ 
genesis is the patient with periodontal disease 
who has had the benefit of root planing, occlusal 
adjustments, and a variety of surgical procedures. 
The tissue is brought to a good state of health. 
The patient is then referred back to the general 
practitioner for replacement of missing teeth 
and splinting of mobile teeth. If the restorative 
dentistry is poorly conceived and inadequately 
executed the patient may be in greater difficulty 
within a few years than he was at the beginning 
of treatment. In some situations the patient may 
have been better off without the crown and 
bridgework. 

Before the importance of plaque in the initiation 
of periodontal disease was fully appreciated, 
it would have been unfair to fault the prac¬ 
titioner for inadequacy of design and execution. 
Now that we understand the effects of plaque 
accumulation on the adjacent tissues, require¬ 
ments become more vigorous, standards higher 
and, in general, the demand on the restorative 
dentistry much greater. With knowledge comes 
responsibility. 
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When we talk about injury, oral facial defects 
and malocclusion, we mean that preventive 
dentistry at this level involves habit control, 
space maintenance, orthodontics and rehabili¬ 
tation procedures. Orthodontics is preventive 
dentistry when defined in the broadest possible 
sense. I think it is healthy for the ortho¬ 
dontist to recognize that he is practicing pre¬ 
ventive dentistry. He must then recognize that 
what he does in cementing on the band is as 
important as what the appliance does when it 
moves the tooth. Teeth in proper occlusion 
is an important goal of treatment, but not at 
the expense of caries and erosion. Maintaining 
the supporting structures in a healthy state is 
also part of the orthodontist’s responsibility. 

One of the major functions of a preventive 
dentist is to learn his responsibility in thorough 
and complete examination in order to identify 
lesions that are potentially deadly. Five thousand 
people a year die from oral cancer. Most 
die unnecessarily. The terrible problem with 
cancer is that most lesions occur in locations 
normally unseen or inaccessible. Extremely 
involved screening procedures are needed to 
detect early lesions. Thus we have a tremendous 
thrust in research; seeking a clue to a possible 
cancerous lesion lurking within this total orga¬ 
nism. In the oral cavity, we have none of 
these problems. All we have to do is look, 
feel and X-ray. We have a relatively simple 
job. Biopsy and oral cytology and removal 
of irritants is preventive dentistry. Irradiation, 
surgery and chemotherapy are extremely im¬ 
portant to avoid loss of function and loss of 
life. I do not claim that the preventive dentist 
is responsible for the actual treatment; he is, 
however, responsible for referring the patient 
to the appropriate specialist. 

Dentists have a unique opportunity of detecting 
many systemic diseases that have oral manifesta¬ 
tions. In addition to examination of the soft 
and hard tissues, analysis of saliva may be 
helpful in a number of situations. Criteria are 
now available which enable a diagnosis of cystic 
fibrosis, certain forms of hypertension and 
diseases of the adrenal cortex. Salivary examina¬ 
tion can be used in the determination of digitalis 
toxicity, abnormal levels of mercury, immuno¬ 


logical deficiency states and a growing list of 
other clinical and pharmalogic entities. I predict 
that one of the major functions of the dentist 
of the future will be participation in a health 
team in which salivary examination and diagnosis 
will play an increasing role. 

What are the implications of preventive 
dentistry, as I have defined it, for academic 
departments? There are a number: A preventive 
dentistry department in a dental school must 
be broad based since it must cover a wide 
range of ideas and procedures. The department 
must be catalytic, seminal and innovative and 
it must have the opportunity to mix with other 
departments and have an effect on other depart¬ 
ments. It must be highly visible. Everyone must 
be made aware that preventive dentistry is the 
first order of priority in any dental school. 
Preventive dentistry must not be the grafted 
appendage to the “Jolly Green Giant’’—restora¬ 
tive dentistry. 

What about the implications of the definition 
for the practice of dentistry? At the moment, 
the picture appears rosy because of the con¬ 
siderable amount of publicity given to preventive 
dentistry. Many of us, however, wonder how 
preventive dentistry will fare if it continues 
to be practiced in a little room called the 
plaque control area under the supervision of a 
plaque control nurse, while the dentist goes 
about his business in the rest of his suite 
practicing dentistry in the conventional way. 
Preventive dentistry must permeate all aspects 
of practice if it is to remain viable. 

Why spend an hour teaching the patient to 
use unwaxed floss properly if you then restore 
a tooth with an amalgam with a large overhang 
and every time the patient uses floss the floss 
tears? Are you going to tell him to change the 
brand of floss? Preventive dentistry, to be mean¬ 
ingful in practice, places a most difficult burden 
and a most difficult challenge on the practicing 
dentist. Heretofore, dentistry has been a mystique 
and people did not know what was going on. 
You could place almost any kind of restoration 
you thought reasonable and adequate based on 
the standards of the day, and the patient would 
have to accept it. But, once you introduce 
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plaque control concepts and you introduce the 
idea to a patient that he must remove this 
plaque and must floss, you make the patient 
part of a review system. If he comes back 
repeatedly and can’t handle a particular area, 
or knows that there is recurrence of problems 
in a particular area, then you must do some¬ 
thing about it. It’s not that the profession is 
doing nothing about it, it’s just that the value 
of the preventive dentistry program is only as 
great as the desire of the dental practitioner 
to live up to the new set of standards and 
criteria which he now must recognize as 
important. When that seeps into the profession, 
then preventive dentistry as a separate entity 
can disappear because then it is all of dentistry. 

How do we go about implementing this Shangri- 
La of preventive dentistry? Those of us in 
academic circles are fortunate; we have captive 
audiences; we call them students. 

Academic programs in preventive dentistry 
can take a variety of forms; they should, 
however, have certain basic attributes. The pro¬ 
gram should start early. At Columbia, we begin 
before school starts with a special orientation 
day—an introduction to preventive dentistry and 
personal plaque control. The student is taught 
at the outset that his prime responsibility is 
the prevention of dental disease; and that includes 
his own mouth. The dentist must practice what 
he preaches and the ideal time to begin is 
at the start of dental school. The preventive 
program should be both longitudinal and horizon¬ 
tal. The time sequence can vary considerably; 
some schools can introduce clinical procedures 
in the first year, others in the second or third. 
The program should have a strong didactic 
base. The students should be fully familiar 
with the nature of the plaque diseases, dynamics 
of plaque formation, the rationale behind all the 
clinical procedures; they should have a full 
appreciation of the difficulties involved in 
motivating patients and effecting behavioral 
change. There should be formal training in all 
the preventive procedures with the opportunity 
to engage in preventive services in a variety 
of settings. 

An effective academic program requires the 


preventive program to be part of all clinical 
disciplines. This is why the department must 
be broad-based, catalytic and highly visible. 
It must really work at infiltrating throughout 
the dental school. The head of a department 
of preventive dentistry is primarily involved in 
aggravation and secondarily in teaching. 

What do you do about the practicing dentists? 
This is a very difficult problem, one that teachers 
of preventive dentistry must be involved in: 
the teaching of preventive dentistry to the 90,000 
practitioners out there. The message must get 
across; it can be accomplished by providing 
continuing education courses within the dental 
school, going into the dental societies and into 
the study clubs. One important way to educate 
the dental profession to preventive dentistry 
is by educating the public to preventive dentistry. 
Perhaps the single most important factor in 
motivating the dentist to become preventively 
oriented will be consumer demand. 

Some say preventive dentistry is a passing 
fad and will go the way of “white sound’’ 
and “sand blasting.” I do not believe this. 
In fact, I believe preventive dentistry is the 
dentistry of the future. The reason I say this 
is that preventive dentistry has a strong academic 
base; white sound and sand blasting did not. 
Preventive dentistry has a strong research base; 
in some areas more than twenty-five years of 
established data. 

The government and insurance carriers have 
begun to recognize the value of preventive 
dentistry. In all probability, there will be no 
national health insurance program, no govern¬ 
ment sponsored programs, no private carrier 
program insuring people five years from now 
that will not include preventive dentistry. 1 
don’t believe that once preventive dentistry is 
built into a capitation program or an insurance 
program, it will go the way of white sound 
or sand blasting. Probably the most important 
single factor responsible for orienting the pro¬ 
fession towards prevention will be consumer 
demand. People know that it is better to be healthy 
than to be sick and once you show them how 
to be healthy they will create the pressures 
that will keep dentistry preventive. 
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What’s new in dental educa¬ 
tion that practicing dentists 
should know about? What is the 
future of dentistry as we know 
it today? Are third-party pay¬ 
ment and peer review—even 
community review—the threats 
most dentists seem to think they 
are? You will find that Dean 
D. Walter Cohen, one of the 
most innovative thinkers in the 
field, doesn’t hedge on these or 
any other issue of importance 
and concern to dentists. 

Being dean of a school such 
as the University of Pennsyl¬ 
vania School of Dental Medi¬ 
cine is a demanding, full-time 
job; yet Dr. Cohen, an inter¬ 
nationally acclaimed periodon¬ 
tist, still manages to spend two 
half-days a week treating pa¬ 
tients. Thus he practices what 
he preaches—he requires each 
faculty member teaching a clini¬ 
cal specialty to keep his hand 
in practice. “How,” he asks, 
“can you teach something you 
haven’t done in years?” 

A busy clinician. Dr. Cohen 
became dean in 1972 at the age 
of 45. Among his many awards 
and appointments: he was one 
of the youngest diplomates of 
the American Board of Perio- 
dontology (1956), the first Chair¬ 
man of the Department of Perio¬ 
dontics at the University of 
Pennsylvania (1963) and presi¬ 
dent of the American Society 


of Periodontists (1967-1971). 
He is the author or co-author 
of numerous books, articles and 
teaching films. One of his books, 
“PeriodontalTherapy,” written 
in collaboration with Dr. H. M. 
Goldman, is considered a 
classic. 

INTERVIEWER: Do you 
think most dentists are aware 
of what’s being taught in dental 
schools today? 

COHEN: No, I don’t. There’s 
been such a constant explosion 
of scientific knowledge during 
the last 25 to 30 years that if 
you were to ask me what’s 
the half-life of dental education 
I would say it’s about 10 years. 
In other words, I think if some¬ 
one doesn’t renew himself with 
continuing education programs 
he’s not keeping up with his 
field. And I’m afraid most 
dentists aren’t doing that. 

INTERVIEWER: I don’t want 
to put words in your mouth, 
but are you also suggesting, 
then, that dentists should be 
relicensed or reexamined every 
10 years or so? 

COHEN: Yes. I don’t know 
how realistic it is, but that is 
how I feel. 

INTERVIEWER: I want to go 
into that further, but before we 
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do let's first talk about some of 
the changes in dental education 
that have taken place. 

COHEN: Well, there are so 
many things it's hard to know 
where to begin. One of the 
impetuses behind the changes, 
by the way, is that up until 
about World War II the average 
dental school faculty consisted 
of some very tine dentists who 
had very little experience in edu¬ 
cational techniques, evaluation 
and research. But more and 
more dentists have been pur¬ 
suing PhD programs in educa¬ 
tional psychology and have be¬ 
come involved in planning cur¬ 
ricula. And those schools that 
don't have these people have be¬ 
gun drawing on their schools 
of education to help them put 
together a curriculum. But to 
get back to your question, one 
of the tremendous emphases at 
this school is on prevention — 
for instance, trying to make the 
patient a co-therapist by teach¬ 
ing him personal oral hygiene 
methods, giving him nutritional 
counseling and so forth. Also, 
our principle thrust in this re¬ 
gard is the pediatric patient— 
in other words, if dentists are 
really going to make an impact 
on the dental health problems 
in this country they've got to do 
more and more work with chil¬ 
dren, intercepting problems be¬ 
fore they begin or become 
serious. All of this not only 
involves counseling, but using 
new restorative materials that 
have been found to reduce de¬ 
cay, working on periodontal 
problems—which is far more 
prevalent in children than we 


used to think—and also pre¬ 
venting malocclusion. When I 
went to dental school, the only 
students who learned anything 
about orthodontia were those 
who were going to specialize 
in it, but today we have third- 
year students learning pre¬ 
ventive and interceptive ortho¬ 
dontic techniques. 

INTERVIEWER: The degree 
Penn gives is a DMD instead 
of a DDS. Why? 

COHEN: Well, the school has 
always placed a strong emphasis 
on oral health as a part of 
total health. About 10 years 
ago we changed the degree from 
Doctor of Dental Surgery to 
Doctor of Dental Medicine be¬ 
cause it reflects our new con¬ 
cept of dental practice. Though 
too many dentists don’t seem 
aware of this, we’re getting out 
of the era of surgical inter¬ 
vention exclusively and are 
looking at the individual from a 
total health standpoint. For 
instance, we’ve started a new 
program that’s been extremely 
successful. We are attempting 
to bring medicine and dentistry 
closer together. We’re training 
our dental students how to func¬ 
tion in a hospital environment. 
In their fourth year they spend 
four to five weeks in one of 
our affiliated hospitals. They 
spend half the time on the 
medical wards, performing 
physical examinations, histor¬ 
ies, attending staff conferences. 
The other half, they’re in the 
dental clinic delivering dental 
care. 

INTERVIEWER: What type 
physical examinations do they 
perform? Complete physicals? 

COHEN: Oh, yes. That way 
they learn about the total pa¬ 


tient. They learn such things 
as the oral manifestations of 
systemic disease, what many 
patients can’t take in the way 
of medication, how to com¬ 
promise a dental treatment plan 
to fit in with the health prob¬ 
lems of the patient. 

INTERVIEWER: Then your 
students are prepared to do 
physical examinations as part of 
their dental practice? 

COHEN: Yes. 1 think a dentist 
should be able to examine the 
head and neck routinely, and 
that he should be able to do a 
more complete physical — such 
as listening to the heart, taking 
blood pressure, looking for signs 
of diabetic neuropathy —if he’s 
suspicious of something. What 
I’m saying, of course, is that 
1 firmly believe that a dentist 
should take a complete medical 
history before he treats a pa¬ 
tient. 

INTERVIEWER: Do you 
think most patients would ob¬ 
ject to a physical examination 
from a dentist since they’re not 
used to it? 

COHEN: 1 know our patients 
don’t. In fact, they respect the 
dentist more for it. You know, 
when we think of prevention 
we shouldn’t only think in terms 
of preventing caries or perio¬ 
dontal disease or malocclusion, 
but preventing oral cancer and 
systemic disease that can show 
up in the head or neck. Part 
of the reason why most dentists 
don’t look for oral cancer is 
that they’ve never seen one— 
which is primarily the fault of 
dental education. Consequently 
they think it’s a remote thing. 
Once a dentist has actually 
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seen an oral cancer I don’t 
think he will ever forget it. 

I can still see the faces of 
many dental students looking 
into a mouth and seeing a malig¬ 
nancy—their eyes pop. But oral 
cancer isn’t the only thing to 
look for. Why shouldn’t a dentist 
be able to determine if a patient’s 
glands are enlarged? He should 
know too, for example, that we 
have good evidence today that 
diabetes can show up in the 
mouth before it shows up any¬ 
where else—a patient can lose 
a lot of bone, develop multiple 
abscesses and problems of this 
sort. I can’t tell you how many 
diabetics I have discovered by 
examining their mouths. 

INTERVIEWER: I assume 
the practicing dentists should 
take courses before trying to do 
a physical. 

COHEN: By all means. I don’t 
mean to belabor this, but at the 
same time I can’t stress enough 
how important it can be for the 
dentist to know his patient 
medically. He should know 
something about drug interac¬ 
tions. He should be aware that 
he might run into a bleeding 
problem with someone who has 
hypertension. He should know 
which patients are diabetic— 
they might go into shock during 
treatment and so it could be 
important to have orange juice 
on hand to bring them out of it. 

INTERVIEWER: What if a 
dentist does suspect a medical 
problem? Do you see him order¬ 
ing lab tests, let’s say in the 
case of diabetes, or referring to 
a physician? 

COHEN: I can see it both 


ways, depending on the dentist’s 
expertise and what he wants 
to do. 

INTERVIEWER: Let’s go 
back to dental school education 
for a moment. You’re obviously 
gearing the student so that he 
can be part of a medical team. 
Have you fou’id any resentment 
on the part of physicians work¬ 
ing with dental students? How 
do they react to the idea of 
dentists doing physicals? 

COHEN: It’s been working 
out beautifully. No problem. 
In fact, one of the interesting 
experiences we’ve had is that 
a number of physicians have 
asked to rotate through the 
dental department. This makes 
a lot of sense to me. Some 
people may criticize me for this, 
but I think the average dentist 
knows more about medicine 
than the average physician 
knows about dentistry. And it’s 
wrong, because the physician 
looks at the mouth almost 
routinely. But what happens, 
actually, is that he takes that 
tongue depressor and looks past 
the mouth right into the throat. 
Now, why shouldn’t he know 
what’s going on in the oral 
cavity? I’m not only referring 
to cancer but to periodontal 
disease. We have some pro¬ 
grams here at Penn where stu¬ 
dents can take a six year course 
and get both a DMD and an 
MD. I think there is going to be 
more of this kind of dual train¬ 
ing in the future and it’s going 
to be one of the things that 
will bring the two professions 
closer together. 

INTERVIEWER: Don’t you 
think this would tend to make 
dentistry a specialty of medi¬ 
cine? 


COHEN: That’s what very 
well might happen, and there’s 
a lot of thinking that it might 
be advantageous. In fact, that’s 
how dentistry began. However, 
there are a lot of dentists who 
are afraid of this, are afraid 
that dentistry will get swallowed 
up and lose its identity. But 
I have a feeling that if it’s 
handled properly it could be to 
the benefit of both professions. 

INTERVIEWER: Do you find 
dentists worried about “dis¬ 
appearing” in another sense? 
By that I mean, disappearing 
as a profession because the 
scientific advances in prevention 
will make dentists unneces¬ 
sary—or, at least, less neces¬ 
sary? 

COHEN: I’m sure some den¬ 
tists are concerned about this— 
and I know that some students 
are. They come up to me and 
ask if there will be anything 
“left” for them. Well, even in 
those communities where 
there’s been fluoridation for 
years and the rate of caries 
has been cut down drastically, 
there is still an overload of 
patients suffering from caries 
and other dental problems. Re¬ 
member, there are about 100 mil¬ 
lion people in this country who 
desperately need dental care. 
Very few of them will ever get 
it unless we train more dentists. 
We don’t have enough dentists; 
we don’t have enough dental 
schools to meet the needs. 
That’s one of the reasons why 
another thing we emphasize at 
the school is working with dental 
auxiliaries and expanding their 
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duties. This is part of the dental 
student’s regular curriculum. 

INTERVIEWER: This again, 
I’m sure, is something contro¬ 
versial—auxiliaries doing work 
that dentists ordinarily do. 

COHEN: That’s right. But 
there is a need for it. Well- 
constructed research studies 
have shown that dental hy¬ 
gienists can perform more than 
just a prophylaxis. They can 
do simple periodontal proce¬ 
dures, root planing, curettage, 
and give local anesthesia. We’ve 
also shown that a hygienist can 
do minor surgical procedures 
as well as a periodontist. Using 
diagonally opposite quadrants of 
the mouth, we had a perio¬ 
dontist treat one quadrant and a 
hygienist treat another. We then 
called in an independent inves¬ 
tigator and he couldn’t see any 
significant difference between 
the two quadrants. The work 
of the auxiliaries can be ex¬ 
panded in a great many ways— 
inserting restorations and pos¬ 
sibly even cutting teeth. One of 
the things we do at the school 
is send students to a small 
town in Pennsylvania to work 
with auxiliaries. This not only 
shows them the importance of 
auxiliaries, but gives them a 
taste of practicing in a rural 
community. It’s vital, of course, 
that we get more dentists out 
to the rural areas. 

INTERVIEWER: How would 
you “sell” the idea of expanded- 
duty auxiliaries to those dentists 
who might be afraid that this 
will only put them out of 
business? 

COHEN: Well, the simple 
fact is that it won’t—dentists 


need more time to see more 
patients. But perhaps the best 
selling point is that studies have 
shown that a dentist working 
with an auxiliary not only de¬ 
livers more care but makes more 
money. Yet the unfortunate fact 
of the matter is that most dental 
offices don’t have adequate 
personnel. Another study I’d 
like to mention deals with the 
matter of continuing education. 
A study at the University of 
Kentucky showed that dentists 
who took continuing education 
courses at the dental school 
increased their net income by 
five thousand dollars a year. 
Yet, as we mentioned earlier, 
most dentists do not take con¬ 
tinuing education courses. 

INTERVIEWER: This brings 
us back to the subject of 
relicensure. 

COHEN: Well, I’m simply in 
favor of it. If you asked me what 
the real focus of the state boards 
should be. I’d say it shouldn’t 
only be the boy or girl graduating 
from dental school because they 
are reasonably well trained and 
prepared to meet the needs of 
everyday practice. I think the 
state boards should take the 
responsibility of seeing to it that 
dentists continue to do an accept¬ 
able job. It’s been said face¬ 
tiously that the only one who 
checks a dentist from the day 
he graduates until he retires is 
the Internal Revenue Service. 
There’s a lot of truth in that. 
What is happening that’s good 
is that some state dental socie¬ 
ties are requiring that the dentist 
take continuing education pro¬ 
grams during a one or two 
year period. And the American 
College of Dentists has worked 
out a self-assessment test that 


enables you to see if you’re 
keeping up with your field. But 
although this is a step forward, 
it’s still only touching a small 
part of the dental population. 
Also, unfortunately, when you 
force someone to take courses 
you’re not always really moti¬ 
vating him. I’ve seen a number 
of dentists who were forced to 
take courses actually fall asleep 
in class. 

INTERVIEWER: I’m going to 
ask you a question although I’m 
very sure I know the answer. 
Do you think dentists are pre¬ 
vention minded enough? 

COHEN: Do you think I’m 
going to say they’re not? You’re 
right—most aren’t. 

INTERVIEWER: What do 
you think is the reason? 

COHEN: I think one of the 
reasons is that, to be ery blunt 
about it, we have not honestly 
tested the efficacy of a pre¬ 
ventive program on a popula¬ 
tion in a longitudinal basis. In 
other words, I think all of us 
honestly believe that with good 
plaque control programs and 
things of this sort a patient is 
really going to reduce his oral 
problems. But until we follow 
a population that has been 
conscientious in all of these 
techniques for 10 years or so, 
we don’t know how much 
they’re going to reduce the 
dental problems. Nevertheless, 
most of us agree that these pro¬ 
grams are effective—so even 
though we don’t have such a 
study there is still plenty of 
incentive to work on prevention 
programs with patients. But I 
think another, and more im- 
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portant, reason dentists aren’t 
prevention minded enough is 
that, as Lewis Fox once said, 
“Dentistry was conceived in the 
womb of prosthesis and reflects 
the heritage thereof.” For years 
dentistry was really based on 
extractions and dentures and 
that’s where the money was, 
and so a dentist who gave a 
prophylaxis was ashamed to ask 
a fee for it. Today we recognize 
that a great many patients are 
willing to pay for that. If you 
have so many people going out 
and buying Water Piks at 30- 
some dollars a piece, it’s obvious 
that prevention can be sold to 
the patients. 

INTERVIEWER: How do you 
recommend that a preventive 
practice be run? 

COHEN: It’s not enough for 
a patient to come in and have 
an examination of his mouth and 
be told that this is what you 
need and let’s begin a restora¬ 
tive or reparative program. You 
must first find out what the 
dental I.Q. of the patient is, 
how good a participant—a co¬ 
therapist— he will be. Ideally, 
you need someone who will 
educate and train him in pre¬ 
ventive measures, who will see 
that he becomes competent in 
removing plaque and give him 
brochures, visual aids, and 
nutritional counseling. This 
should be as important as any¬ 
thing else that goes on in the 
office, and it makes the patient 
as responsible for his mouth as 
the dentist. Also, there must be 
periodic checkups. If for some 
reason the patient shows break¬ 
downs as far as decay or perio¬ 
dontics are concerned, you 
must be able to examine that 


patient and try to find out why 
he isn’t responding. 

INTERVIEWER: It’s obvious 
that it’s hard—and in many 
cases impossible—to motivate 
patients to take care of their 
mouths. Do you have any 
thoughts on this? 

COHEN: As you said, it is 
hard and in many cases im¬ 
possible. A great many more 
studies must be done on this. 
But this is something else we’re 
also trying to do at the school. 
We have behavioral science 
seminars led by psychiatrists, 
psychologists, anthropologists, 
sociologists and so on, trying 
to help students gain more in¬ 
sight into patients. One of the 
things we’re trying to help them 
handle is the fear so many people 
have of dentists. One aspect 
of this is to improve interview 
techniques. Another is to try to 
recognize the patient with ab¬ 
normal fears and to take the 
proper precautions in working 
with them, for instance, using 
the right sedatives. 1 should also 
add here that we have more 
and more students raising ques¬ 
tions about themselves, about 
their role in society and the 
direction in which the profession 
is going. We discuss the issues 
of third-party pay, review 
boards and so forth. 

INTERVIEWER: Do you take 
a neutral position on these issues 
or do you take a stand? 

COHEN: We take a very posi¬ 
tive stand. One of the things 
we do is try to show the stu¬ 
dents how important it is for 
them to be politically active— 
very few dentists are. For in¬ 
stance, this year I presented 
the school budget to them. It 
had never been done before. 


and the reason I did it was 
not only to show them where 
their tuition is going but also 
because Congress might be con¬ 
sidering legislation this year that 
would determine what dental 
and medical schools are going 
to get in the way of federal 
funds. 1 told them that when 
that comes up they should con¬ 
tact their congressmen. They’ve 
got to be concerned because 
it’s dollars and cents in their 
pocket. If we get less money 
from the government, the tuition 
will have to go up. You see, 
this touches on one of the big 
problems about dentists. Many 
are worried about government 
takeover, but their reaction is 
simply a negative one. They’re 
not thinking of any options. We 
dentists have to cooperate with 
each other, and we have to 
get involved in decision-making 
that affects our profession. But 
the average dentist is not part 
of any political action group. 
He stays away from that kind 
of thing—he won’t even write 
a post card to his legislator. 

INTERVIEWER: What do 
you think of third-party pay? 

COHEN: It’s obviously com¬ 
ing faster every year. I myself 
don’t see anything to be con¬ 
cerned about. I think the thing 
we should be concerned about 
is upgrading our skills—that’s 
the most important thing. As 
you may know, with third-party 
pay you’re also going to get 
more and more reviews. Blue 
Cross-Blue Shield programs 
give them the right to check 
the work we do. So do other 
insurance programs. With Health 
Maintenance Organizations and 
the Professional Standards Re- 
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view Organizations that are 
being set up—which dentists 
should know about—you’re 
going to have even more of this. 
But here again I don’t see any¬ 
thing to worry about. In fact 
I think it could be good. It’s 
forcing the health professions 
to monitor the quality of their 
work. What, for instance, is 
an acceptable dental resto¬ 
ration? It’s going to make 
us set standards, and to my 
knowledge this hasn’t been done 
in the past. I see nothing to 
worry about in peer review, 
or even community review. 
Actually it may help us see that 
there should be different types 
of dental care delivery, that what 
holds true for one community 
isn’t true for another. Also, I 
think the consumer has every 
right to know what’s being done 
for him, every right to wonder, 
“How do I know what’s being 
done in my mouth? How do I 
know if it’s any good?’’ If it 
looks well, feels well and doesn’t 
cost too much—these are the 
usual standards patients use. 
Well, they aren’t the right stand¬ 
ards—and we’re going to have 
to establish what is right. You 
know. I’d like to see dentists 
have to do what physicians do. 

INTERVIEWER: Which is? 

COHEN: Physicians belong to 
hospitals, they have review 
committees, they have to attend 
a certain number of staff meet¬ 
ings, they have to keep current 
with medications. I’d like this 
to happen in dentistry. I’ve 
heard it said that the 20th gall 
bladder operation a surgeon 
does is not as good as his 200th, 
and his 200th is not as good 
as his 2000th. It’s often the 


opposite in dentistry. Too often 
the 20th restoration the dentist 
did after the time he graduated 
is better than his 200th, and his 
200th may be better than his 
2000th. 

INTERVIEWER: The obvi¬ 
ous question. Why? 

COHEN: A number of rea¬ 
sons. One is the pressure of 
the volume of work, or of 
not delegating responsibility. 
Another is that too many den¬ 
tists are getting turned off. Un¬ 
less a man runs a very inter¬ 
esting, exciting type of practice, 
he gets bored. I don’t know 
whether you know it, but the 
highest suicide rate in the pro¬ 
fessions is among dentists. 
There are also too many den¬ 
tists who can’t wait to make 
as much money as they can to 
retire early. What they’re really 
trying to do is escape from their 
profession. And this is terribly 
unfortunate. 

INTERVIEWER: What do 
you think is the answer? 

COHEN: There are a num¬ 
ber of things a dentist can do. 
Go into a preventive type of 
practice, for instance. That can 
be very gratifying because the 
complications are less than in 
the usual type of practice— 
you’re not dealing with the head¬ 
aches that are inherent in run¬ 
ning a rehabilitative practice. 
Another way of getting stimu¬ 
lated is taking courses and be¬ 
coming a continuous student. 
Still another is getting into a hos¬ 
pital environment and working 
with your medical colleagues in 
treating medically-compromised 
patients. 

INTERVIEWER: How would 
you suggest a dentist go about 
doing part-time hospital work? 


COHEN: The dentist should 
take courses in hospital den¬ 
tistry and then go to a hos¬ 
pital that has a dental clinic 
or could use one. There’s a 
great deal of excitement in 
working with the medically- 
compromised patient in the hos¬ 
pital, trying to coordinate the 
needed dental work with his 
medical condition. So, hospital 
work, political involvement, 
continuing education, changing 
your type or style of practice— 
these are just some of the things 
that can really renew you. 

INTERVIEWER: Do you 
think there’s more stimulation 
in a group practice or a solo 
practice? 

COHEN: Group practice 
makes so much more sense— 
although, since I’ve never prac¬ 
ticed alone, maybe it’s unfair 
for me to say this. But there 
are certain advantages to it— 
colleagues to communicate with; 
those who can relieve you for 
vacations or continuing educa¬ 
tion courses. I think it’s much 
more interesting, more fun. The 
fact is, the solo practice of 
dentistry is fast fading. By the 
way, there’s something else I 
want to mention that can help 
dentists maintain or renew their 
enthusiam. Part-time teaching. 

INTERVIEWER: Is there a 
need for teachers? 

COHEN: Teachers are des¬ 
perately needed. Of course, you 
have to have the qualifications 
of being a good, practicing 
clinician, and you’ve got to take 
short courses. But the rewards 
are tremendous for the dentist 
and the student. You know, 
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most dentists. I’m afraid, have 
a rather low self-image—and I 
think that part of the reason 
goes back to their dental educa¬ 
tion. They didn’t have great 
masters to work with. What 
generally happens in dental 
schools is that the faculty mem¬ 
ber watches the student work 
instead of the student standing 
on one side of the chair watching 
\\\Q faculty member work. Con¬ 
sequently the students don’t 
have good role-models to pat¬ 
tern themselves after. I know 
from my own personal experi¬ 
ence that when I graduated from 
dental school I shared a feeling 
with many of my fellow grad¬ 
uates that we weren’t all that 
fascinated with the profession. 
But then I went to Beth Israel 
Hospital in Boston, which is a 
teaching hospital for Harvard, 
and worked with Dr. Henry 
Goldman, who as far as I’m 
concerned is the outstanding 
figure in periodontics in the 
world. He was a marvelous role- 
model for me. And this is what 
more of our students need. 

INTERVIEWER: And I imag¬ 
ine there can be great gratifica¬ 
tion for the dentist in being a 
role model. 

COHEN: Exactly. You know, 
in the past many of the people 
who ended up in education were 
failures in practice. Well, that’s 
absurd. What I would like to 
do, and am trying to do, 
is get the best practitioners 
to come into education. I feel 
it’s a must—for them and the 
students. Furthermore, many 
members of our faculty started 
part-time and then became so 
turned on at middle age, when 
so many dentists become bored 
with their work, that they went 



back to school to be full-time 
faculty members and have be¬ 
come national leadeTs in their 
specialties. 

In a sense, a large part of 
what we are talking about now 
is “prevention” in terms of the 
dentist rather than the patient. 
By that I mean, preventing one’s 
self from becoming bored, per¬ 
haps apathetic and even de¬ 
pressed. We’re actually in a 
tremendously exciting profes¬ 
sion. Most of the new breed 
of dentist coming up know it. 
And there are so many ways 
the practicing dentist can be¬ 
come the “new breed” also. 
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a case in point 


Robert L. Irish, D.D.S., Plaintiff Apellant Versus 



This case recently brought to a 
close in the Colorado courts, 
could best be subtitled as “The 
Case of the Periodontist Who 
Was Not Seen and Hurt” (500 
P2nd 151). 

Everyone is aware that public 
utilities play no small role in our 
successes and failures. This is no 
less true in the conduct of a pro¬ 
fession, and as for Colorado 
dentist Dr. Irish, he seemed to 
serve as a good example of that 
truism. 

Dr. Irish, board certified in 
both periodontics and endodon¬ 
tics, had practiced in the Denver 
area since 1956. In April of 1966 
he relocated to a suburban 
office, vacating his office in 
downtown Denver. 

In all this time he had been a 
consistent subscriber for tele¬ 
phone service and listing, but in 
the 1968 edition of the yellow 
pages of the Denver area direc¬ 
tory his address and telephone 
number were omitted by the de¬ 
fendants, through error. He did 
have a continuing listing at that 
time in the white pages. 

Dr. Irish was deemed by the 
court to have been specially de¬ 
pendent upon yellow page list¬ 
ing. After all, as they put it: 
“Because of the specialized na¬ 
ture of his practice, virtually all 
his patients come from referrals 
from other dentists. The canons 
of ethics for his profession do not 


allow him to practice outside his 
specialty.” 

Dr. Irish in bringing suit 
against the telephone company 
based on their negligence alleged 
that their failure cost him heavily 
in referrals, with a concomitant 
loss of gross and net income. 

Like any other case of negli¬ 
gence, the doctor in order to 
make out a prima facie case 
against the telephone company 
had to show that they owed him 
a duty to place his name in their 
yellow pages as previously; that 
they had failed to do so; and that 
this failure on their part had di¬ 
rectly caused him harm in the 
form of economic damages. 

The telephone company did 
not argue the duty and their fail¬ 
ure to perform it. They did argue 
that Dr. Irish must undertake to 
prove their failure to publish his 
name was the direct or proxi¬ 
mate cause of his loss of income. 
And, said they, even if he can 
convince the court that it was 
proximate cause he must still be 
able to accurately describe the 
economic damages he suffered, 
or else he should not receive a 
judgement in his favor. In short, 
to recover loss of profits for the 
period when he was adversely 
affected by the non-publication 
of his name in the yellow pages, 
he not only had to establish the 
existence of such a loss, but also 
submit evidence from which the 
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net loss could be properly de¬ 
termined. 

It was incumbent on Dr. Irish 
as plaintiff to take on the burden 
of proof and show not only the 
negligent omission by the tele¬ 
phone company (which was rela¬ 
tively simple) but that he suf¬ 
fered loss requiring compensa¬ 
tory damages as a foreseeable 
consequence of such omission. 

How to do this? 

Dr. Irish introduced financial 
statements from 1965-1970, of a 
complete and revelatory nature, 
in the form of his 6 months’ 
statements of gross receipts, 
disbursements and net income. 

Compared to previous and 
subsequent years relative to the 
yellow pages blackout: (1) He 
had fewer new patients; (2) He 
had lesser working time per day; 
(3) He had more cancelled ap¬ 
pointments. 

Whenever one suffers a loss 
through the negligence of 
another, as a reasonable and 
prudent person, he is expected 
to make a reasonable effort to 
spare the damages if possible. In 
Dr. Irish’s case, he testified that 
he worked 38 additional days 
and took less remunerative work 
during the year of omission, to 
attempt to mitigate the damages. 
The appellate court was greatly 
impressed with his testimony in 
this regard. 


The lower court had found for 
the dentist on the issue of liabil¬ 
ity, but accepting the argument 
of the telephone company, had 
denied recovery for loss of 
profits. 

On appeal, the higher court re¬ 
jected the lower court’s disposi¬ 
tion. 

They held that causation of 
loss of profits due to negligent 
omission of professional listing 
from the yellow page directory 
may be proved by circumstantial 
evidence alone, and jurors may 
draw upon human experience as 
to reasonable probabilities. 

Therefore, they held, the 
lower court should not have 
found as a matter of law that Dr. 
Irish failed to make a direct con¬ 
nection between the telephone 
company’s negligence and his 
determinable economic damage. 
The issue should have gone to 
the jury as to his claimed loss of 
profits to be determined like any 
other matter of fact. The Appel¬ 
late Court of Colorado reversed 
the trial court for that reason and 
remanded the case with instruc¬ 
tions to rehear on the issue of the 
extent of damages due to loss of 
patronage and profit. 

Sidney H. Willig J.D. 

Director, Unit in Law 
and Dentistry 

Temple University, 
Phila. 
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from gingival gum line. 

Send for prescription blanks, descriptive literature and 
professional prices for office dispensation. Please give 
us the name of the drug store where we may have Spiro- 
Pik®stocked for your convenience in prescribing. 


l)er)tiGcit()rA 

SAN FHANCISCOVJP 


Denticator Co.. Inc. 
1068 Mission Street 
San Francisco. CA 
94101 USA 


For free information circle 7 on Reader Service Card 
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Your New Personal 
1 Dental Product 

Data-Quest System 


. . . a convenient nneans for you, your associates and assistants to 
obtain pertinent product infornnation and to help your journal 
fulfill its informational role. 

USE YOUR P.D.Q. READER SERVICE CARDS 

to advance your knowledge, to request performance data, prices, 
etc. on supplies, equipment, materials or services described in this 
issue. 

1. Open the card "flap” as you begin to go through the issue 
(or tear out a card anytime). 

2. Circle on the card the number/s which match the ads 
and/or items about which you want further information. 

3. Print (or type) your name and address, check the data 
items as requested on the card, and mail it! 

The Journal of Preventive Dentistry takes it from there, relaying 
your requests to the product providers and urging prompt reply 
directly to you. 

Look for the P.D.Q. Cards in every issue ... a service to continue 
so long as you find it useful. 

No need to wait 'til you have all your needs in mind, 
either. Use one of the cards now, and another later on; 
and don't hesitate to extend the courtesy to your 



associates. 


USE BEFORE 
SEPT. 30, '74 

JOURNAL OF PREVENTIVE DENTISTRY PRODUCT DATA CARD. 

Circle Reader Service Number of each item that interests you 
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Other products about which you would like information (describe): 

PLEASE FILL IN COMPLETELY - TYPE OR PRINT IN BLOCK LETTERS 

PRINT NAME ABOVE A YOUR TITLE A 

WHERE YOU WANT MATERIAL SENT (STREET ADDRESS) A 
CITY, STATE, ZIP CODE A 

To validate this card, please check ONE item in each group, below: 
YOUR SPECIALTY 
0 Q General Practice 

1 D Orthodontics 

2 Q Endodontics 

3 D Pedodontics 

4 D Periodontics 

5 D Prosthodontics 

6 Cl Dental Assistant 

7 □ Other_ 

1 C] Now in effect 2 Cl Considering 

Your comments/suggestions re JPD:_ 
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briefly discussed and defined. Dental health behavior is viewed as a response to the 
forces and barriers resident in social-psychological and educational environment. 
Well-documented predictors of oral hygiene behavior, such as objective social class, 
are examined in terms of their interaction with the more recently recognized in- 







(mainly the pre-cancerous and cancerous lesions), e) systemic disease with oral 






1. PRACTICE MANAGEMENT IN 
PREVENTIVE DENTISTRY 

By Arthur Dingerson, D.D.S., and Marilyn R. Dingerson, R.N., B.S. 

This eminently practical book tells how prevention can be placed 
as the keystone of a dental practice. It presents a systematic, 
thorough, and organized approach to the control of dental dis¬ 
ease. Subjects covered range from the role of the entire dental 
health team, through oral hygiene techniques and nutrition as 
they apply to dental disease, to a complete step-bystep pres¬ 
entation of how to attack dental decay and gum disease. 

193 pages / 152 illustrations/ 1973 /$16.00 


4. PERIODONTAL DISEASE IN 
CHILDREN AND ADOLESCENTS 

By Paul N. Baer, D.D.S., and Sheldon D. Benjamin, D.D.S. 

Here are in-depth discussions of the etiology, diagnosis, and 
treatment of periodontal diseases found in young patients, plus 
systemic diseases with oral manifestations. Using their own ex¬ 
perience and pertinent recent literature, the authors give you 
valuable Insight into the oral problems you many encounter in 
this age group. Special consideration Is given the juvenile dia¬ 
betic, the patient with chronic heart disease, and treatment of 
handicapped patients. 

319 pages / 390 illustrations / 1974 / $23.50 


2. PRACTICAL ENDODONTICS 

By Samuel Luks, D.D.S. 

Straightforward and to-the-point, this helpful book presents 
endodontic technics In step-by-step, clinical fashion of Interest 
to all practicing dentists. Content stresses diagnosis, how to use 
endodontic instruments, how to manage traumatic Injuries, how to 
treat both vital and non-vital teeth, and how to know when not 
to treat. Dr. Luks has produced a compact volume that draws 
upon his extensive background as practitioner, teacher, and 
lecturer. 

175 pages / About 500 figures / 1974 / $20.00 


5. ORTHODONTICS IN DAILY PRACTICE 

By J. A. Saizmann, D.D.S., F.A.P.H.A. 

All dental practitioners will find this new work an authoritative 
source of practical guidance In everyday treatment of orthodontic 
patients. Exceptionally broad In scope, it covers every aspect of 
orthodontics, from recognition of symptoms leading to mal¬ 
occlusion to tooth alignment prior to construction of prosthetic 
appliances for dental rehabilitation. Techniques are presented in 
step-by-step detail and well over 1,000 illustrations clarify key 
points. 

658 pages / About 1500 iMus. / 1974 / $49.00 


3. HOW TO TEST AND HIRE 

FOR THE PROFESSIONAL OFFICE 

By Nathan A. Shore, D.D.S., F.A.C.D., F.I.C.D. 
and Miriam F. Shore 

Hiring the wrong office assistants can damage both the dentist's 
income and Image. Fortunately, such mistakes can be avoided by 
applying the simple procedures outlined In this manual. Screening 
applications is reduced to a 10-step formula, presented so that 
anyone can hire successfully by using the provided forms. A 
specific guide to hiring dental assistants, hygienists, secretaries 
and laboratory technicians Is Included. The admirably qualified 
authors bring to this manual many years of business and per¬ 
sonnel experience plus twenty-five years' experience in conduct¬ 
ing a highly successful professional practice. 


186 pages/ charts / 1967 / $10.00 


Please send me the fol¬ 
lowing books: 


6. HANDBOOK OF EXPANDED DENTAL 
AUXILIARY PRACTICE 

Edited by Francis Castano, D.D.S., 

and Betsey Alden, R.D.H. With 9 contributors. 

All the essentials of expanded auxiliary practice—from selection 
of office equipment to dealing with emergencies—are covered 
In this much-needed book by expert practitioners. Each chapter 
In the text is highly detailed. Each is written by a specialist In 
that field. Content, supported by step-by-step illustrations. In¬ 
cludes the role of the auxiliary in four-handed dentistry, oral 
medicine, preventive dentistry, operative dentistry, fixed and 
removable prosthetics, endodontics, periodontics, oral surgery, 
orthodontics. 

225 pages / illustrated / 1973 / $9.75 
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THE STANDARD GIROMATIC SYSTEM 

General practitioners all over the nation are now successfully utilizing the Giromatic System in their 
endodontic work. The Giromatic Contra-Angle reproduces mechanically the classic maneuvers of 
hand instrumentation—the mechanical quarter-turn coupled with the practitioner’s up and down 
movement—which dispels the uncertainties of hand filing and insures rapid and safe work. This 
new approach to root canal therapy, which practically eliminates step formation, perforations, in¬ 
strument breakage and fatigue, brings greater rewards and increased confidence to the practitioner. 


With hand instrumentation (see illustration A) the reamer and file have to be relatively 
inflexible and have a sharp tip. Both of these qualities are necessary for good biting. 
However, these same qualities also lead to many hazards. Ledge formation, perfora¬ 
tion, gripping and instrument breakage are no uncommon difficulties. 


The Giromatic broach (pictured in illustration B) virtually eliminates all these prob¬ 
lems in endodontic work. The barbs on the Giromatic broach lead the tip of the 
broach along the curves of the canal and prevent contact of the tip with the root 
canal wall. Perforation and ledge formation are thereby avoided. Because the 
broach is rotated only a quarter of a full revolution, and because it is made of highly 
flexible steel, there is no risk of breakage. Rotating at 3,000 quarters of a revolution 
per minute, the Giromatic broach prepares the canal quickly and without risk, with 
less chair time necessary and with no muscle fatigue for the practitioner. 






To rationalize instrument selection, 
Medidenta is offering a complete Giro¬ 
matic Kit. Everything you need to get 
started is included in the kit. Includes 
complete, comprehensive instructions. 

Standard Giromatic Kit-1 Giromatic 
Contra Angle, 1 package Giro-Pointers, 4 
packages Giro-Broaches, 6 packages Giro- 
Files, 3 packages Lentulo Paste Fillers 
assorted, 1 package Rubber Stops. 

Kit Price $175.00 
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□ Please send me one complete Standard Giromatic Kit $175.00* ® 

□ Please send one Standard Giromatic Kit without Giromatic | 

Contra-Angle $55.00* ■ 

□ Please send me just the Giromatic Contra-Angle $127.50* 

DR. 

ADDRESS * 

■■■^viwwiiirp. 

CITY ■ 

STATE ZIP 1 

‘Please send applicable Sales Tax. jpd-7 ■ 

Deduct 5% when check accompanies order. „ 
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